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N this review the literature of the past nine 
years has been carefully scanned, the bibliog- 
raphy having been taken from the Jahres- 

bericht fiir Urologie and the International 
Abstract of Surgery, 1913-1914. Citations are 
made only from those references which were 
considered of actual intrinsic value by the 
writer. Many sub-references were consulted, 
dating back as far as 1886. It is thus evident 
that a wide latitude of judgment was assumed 
by the writer in his attempt to cover every type 
of bacterial and parasitic invasion — excepting 
the tubercle bacillus — of the urinary and male 
genital organs. 

The importance of the various predisposing 
factors to infection are considered more or less 
in detail by quoting the various theories put 
forth by the authors consulted. 

For the convenience of those desiring to utilize 
the bibliography, it is grouped according to the 
anatomical classification of the subject matter. 
Bacteriuria is considered separately. 

INFECTIONS OF THE KIDNEY 

The accepted routes by which bacteria reach 
the kidney are the blood and lymph streams and 
the channel of the obstructed ureter. Those 
factors which predispose to renal infections can 
be classified into mechanical obstruction, in- 
testinal disturbances, inflammation, and lowered 
resistance. 

Interference with the flow of urine from the 


kidney to the bladder may be produced by intra- 
or extra-ureteral obstruction. Calculi in the 
ureter constitute practically the only form of 
intra-ureteral obstruction. Neoplasms of the 
intestines, stomach, and pancreas and adhesions 
are among the more important conditions within 
the abdominal cavity that will obstruct the 
ureter. In the pelvis, uterine tumors and mis- 
placements will often cause pressure upon the 
ureter in its lower third. The gravid uterus very 
frequently has associated with it in inflammation 
of the renal pelvis the so-called “pyelitis gravid- 
arum,” which term is a misnomer and should 
be changed to “pyelitis during pregnancy.” 
That the infection most frequently occurs before 
conception is now well recognized. In_ these 
cases, where accurate histories can be obtained, 
definite symptoms are often described, extending 
back to childhood, pointing to a pyelitis which 
subsequently disappeared, though in all proba- 
bility a bacteriuria persisted until obstruction 
was produced by the pressure of the pregnant 
uterus. It has been estimated by some urologists 
and obstetricians that as high as 20 per cent of 
pregnant women have pyelitis. It seems to 
occur with equal frequency in primipara and 
multipare. 

In the male, mechanical obstruction producing 
an impaired urinary drainage is brought about 
by the enlarged prostate, contracture of the neck 
of the bladder, and urethral stricture. 

The association of kidney infections with in- 
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testinal disturbances cannot be underestimated. 
This is often noted accompanying severe pto- 
maine poisoning or the various auto-intoxications. 
Stubborn constipation, too, is responsible for 
more pathology in the urinary tract than is 
usually credited to it. 

The lowered resistance of the kidney producing 
a general systemic toxemia offers abundant op- 
portunity for the lodgment and growth of bacteria 
carried by the blood stream from remote organs. 
This condition is best exemplified by such com- 
mon maladies as typhoid and scarlet fevers; 
tonsillitis, particularly the epidemic variety; 
furunculosis, prostatic abscess, and seminal 
vesiculitis. 

It is interesting to note that a careful review 
of the literature on the bacteriology of renal 
infections reveals almost uniform conclusions as 
to the relative frequency of various invading 
organisms. The colon bacillus is accredited with 
being the offending bacterium in over 90 per 
cent of all cases. Next in the order of their 
frequency are the staphylococcus pyogenes albus, 
rarely the aureus; the streptococcus pyogenes; 
the typhoid bacillus; the gonococcus; the bacillus 
fecalis alkaligenes; and the pneumococcus. No 
other bacteria are reported as having invaded 
the kidneys. Of the parasites, the echinococcus, 
the Bilharzia haematobium, and the actinomyces, 
in the order of their frequency, are mentioned 
by various writers. Inasmuch as the colon 
bacillus has for its normal habitat the intestinal 
tract, it is readily understood why this organism 
should be the usual offender in renal infections. 

The source of the staphylococci in the male is 
the urethra, this organism being found in about 
20 per cent of the normal male urethras. The 
streptococcus seems never to be saphrophytic, so 
its invasion of the kidney is always secondary, 
most frequently accompanying scarlet fever or 
tonsillitis, producing what is clinically called 
acute infective epidemic nephritis or acute hama- 
togenous nephritis, which may be unilateral or 
bilateral. 

In a very interesting and searching paper on 
typhoid bacteriuria, Vas claims that 20 to 25 
per cent of all typhoid patients show the bacilli 
in the urine. 

The bacteriuria usually appears between the 
second and third weeks of the disease, and in 
several instances has persisted as long as three 
years after recovery. Petruschky estimates that 
there may be as many as a hundred and seventy 
millions of bacilli to the cubic centimeter of urine. 

Considering the prevalence of gonorrhoea it is 
rather remarkable that the kidney is rarely in- 


vaded. Lehr reports twenty cases of gonorrhoeal 
pyelitis found in the literature. The writer 
feels that the diagnosis of gonorrhoeal infection 
of the kidney should be weighed with a great 
deal of reserve, particularly in mixed infections, 
inasmuch as it is difficult to cultivate the gono- 
coccus, and a diagnosis based upon the morphol- 
ogy and staining reaction is unreliable. Further- 
more, unless the urine is obtained from a cath- 
eterized ureter, it is impossible to state that the 
renal infection is due to the gonococcus, and in- 
strumentation in the presence of a urethritis is 
unwarranted; in fact, unpardonable. 

In a detailed report by Oppenheimer of one 
hundred cases of pyelitis, two cases are said to 
be due to the bacillus fecalis alkaligenes, the 
only record to be found of renal infections from 
this bacterium. Two cases of pneumococcus 
pyelonephritis are mentioned by Picker. 

It is of considerable interest to note that a 
Russian urologist, in an analysis of 2,474 cases 
of parasitic renal infections, finds that 5 per cent 
are due to the echinococcus. But five cases of 
primary actinomycosis of the kidney could be 
found authentically reported, and seven cases 
of Bilharzia haematobium occurring in this 
country, all of which cases were among South 
African negroes, who were with the Boer War 
Spectacle at the St. Louis Exposition. This 
parasite is quite common in tropical zones, and 
many cases are reported. 


INFECTIONS OF THE BLADDER 

Those factors which usually lead to bacterial 
invasion of the urinary bladder can be classified 
into: (1) Conditions in the male; (2) conditions 
in the female; and (3) conditions common to both 
Sexes. 

Prostatic obstruction is by far the most im- 
portant pathologic change, which, by preventing 
a complete emptying of the bladder, causes a de- 
composition of the residual urine. The obstruc- 
tion may be an acute or chronic inflammation as 
well as a true hyperplasia. Contracture of the 
vesical neck, a condition often not recognized, 
usually leads to infection of the viscus. Urethral 
stricture frequently has associated with it a 
cystitis, more or less marked, according to the 
location, number, and tightness of the strictures. 

In the female, uterine misplacements are com- 
mon predisposing causes of infections of the 
bladder. This is brought about by distortions 
of the bladder wall, whereby folds and pock- 
ets are produced, which act as reservoirs for 
residual urine. Post-peritonitic adhesions in the 
pelvis also may produce such changes in bladder 
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musculature as to cause incomplete emptying. 
One author gives separate heading to a form of 
bladder inflammation noted in newly-married 
women. This he (Sippel) terms cohabitation 
cystitis. He has observed and recorded a num- 
ber of cases. Of those examined the urethra 
was always found traumatized. The mechanical 
factors are forcible coitus necessitated by either 
a vaginismus or a very rigid hymen. The ure- 
thre, where found lacerated, lay low toward the 
entroitus. 

Of all mechanical procedures which lead to 
invasion of the bladder by pathogenic organisms 
post-operative catheterization takes the lead. 
This is equally true in males and in females. 
This means of emptying the bladder is undoubt- 
edly resorted to unnecessarily in most instances. 
Either there is faulty sterilization of the catheter 
or insufficient cleansing of the meatus. Then, 
too, it must be borne in mind that it is almost im- 
possible to free either the male or female urethra 
of bacteria, which, though saphrophytic on the 
untraumatized mucous membrane, easily become 
pathogenic in the presence of the lowered resist- 
ance of a post-operative host. 

Only within the past few years has the im- 
portance of the accumulated feces in the rec- 
tum in association with vesical disturbances been 
fully appreciated. The number of cases of 
cystitis that are due solely to chronic constipa- 
tion are legion. That intestinal stasis is the 
direct etiologic factor is proven by the fact that 
the removal of this cause corrects the cystitis, 
provided, of course, that the bacterial invasion 
has not become too marked. 

Foreign bodies must be considered as predis- 
posing to cystitis. Calculi are the most fre- 
quent. Pieces of catheters, hair-pins, particles 
of wax, etc., introduced into the bladder by 
accident, if left, will soon lead to the invasion of 
bacteria. 

It is of interest to note the wide variability 
in the bacterial findings in vesical infections. In 
all probability this difference in findings is due 
to variations in technique, employment of dif- 
ferent culture media, and also to the flexibility of 
bacterial nomenclature. It is evident, in looking 
over the many results of the writers on this sub- 
ject, that the same bacteria are called by dif- 
ferent names, according to the claim of priority 
of discovery. 

The following tables were selected as probably 
the most reliable: 

Albarran, 304 cases cystitis: 
89 bacillus coli, in pure culture. 
131 bacillus coli, in mixed culture. 
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70 staphylococcus. 
27 proteus vulgaris. 
18 streptococcus. 

10 gonococcus — pure culture (?). 
3 gonococcus — mixed culture. 

5 typhoid bacilli. 

3 pneumococci. 

2 pyocyaneus. 


Bastianelli, in 1893, reported his findings in 
37 cases: 

26 bacillus coli — 11 in pure culture. 

10 staphylococcus — 6 in pure culture. 

7 proteus vulgaris — 1 in pure culture. 

4 streptococcus — 1 in pure culture. 

3 pneumococcus — 3 in pure culture. 

5 diplococcus intestinalis. 

3 gonococcus — 2 in pure culture. 

1 tubercle bacillus, in pure culture. 

Tanaka, a very reliable investigator, in 1909, 
analyzed 50 cases of bladder infection, and gives 
in his results a most amazing nomenclature. 
No similarity to his terminology has been found 
in the literary review: 

4 bacillus ure subtilis. 

4 bacillus uree subtilis, Faltine. 
bacillus urew subtilis (eine art von). 
bacillus urewe longus liquefaciens, Neuer. 
bacillus ure albus, Léfiler. 
bacillus urew Jactis aureus. 
bacillus urew flavus liquefaciens. 
bacillus ure implexus. 
bacillus urew albus non-liquefaciens. 
bacillus urethrie, Melchior. 
bacillus urew, Delbrucki. 
bacillus coli commune. 
bacillus uree, Korphus. 
bacillus similityphosus, Maschek. 
bacillus citreus, Franklund. 
bacillus tuberculosis, Koch. 

2 leptothrix ure flava, Neuer. 

1 bacterium uree, Neuer. 

2 staphylococcus pyogenes aureus. 

2 staphylococcus pyogenes albus. 

1 staphylococcus pyogenes citreus. 

1 micrococcus urez septicus liquefaciens. 

1 diplococcus ure aureus liquefaciens. 
I 
4 
I 
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diplococcus ure flavus liquefaciens tardus. 
monococcus ure non-pyogenes, Rovsing. 
monococcus ure flavus non-liquefaciens. 

2 micrococcus cinnabarium, Zimmerman. 

1 streptococcus pyogenes. 

5 gonococcus Neisseri. 

The most recent and most convincing analysis 
of bacteria invading the bladder is the work of 
V. C. David. He classifies his bacteria into 
aérobes and anaérobes, in the following table: 


AEROBES 

23 bacillus coli. 

15 staphylococcus albus. 

3 staphylococcus aureus. 

5 bacillus enteritides. 

3 bacillus faecalis alkaligenes. 
2 bacillus proteus. 
2 bacillus pyocyaneus. 
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streptococcus. 

bacillus pseudodiphtheriz. 

unidentified Gram-positive diplococcus. 
pneumococcus. 

influenza-like bacillus. 


eee ee 


ANAEROBES 

4 black-pigment-producing bacilli. 

4 Gram-negative, influenza-like bacilli. 

2 staphylococcus parvulus. 

1 Gram-negative coccus. 

1 bacillus funduliformis. 

2 Gram-positive staphylococcus. 

In addition to the infections mentioned in these 
analyses, isolated cases or small groups of cases 
are cited, as follows: 

D. J. Davis isolated in pure culture in three 
cases what he terms a hemophilic bacillus, which 
morphologically resembles the bacillus of influ- 
enza, and grows only on hemoglobin media. 
Because of this cultural characteristic Davis sug- 
gests that the bacillus may be frequently over- 
looked. Two of the cases had pyuria, and the 
third gave a history of a previous urinary in- 
fection. 

Riidiger reports four cases of carcinoma of the 
stomach in which the Oppler-Boas bacillus was 
found in the urine. A mild degree of cystitis was 
present in all the cases. Special glucose media is 
necessary to obtain growths. This bacillus has 
also been found in the urine in carcinoma of the 
kidney. 

Many cases of bladder invaded by hydatid 
cysts are recorded. These references are usually 
simple case reports, and the only compilation 
encountered was a very meager reference made 
to a report from the Argentine Republic of 148 
cases of hydatid disease of the urinary organs 
mostly involving the bladder. The article was 
not obtainable. Neisser also reported a collec- 
tion of five hundred cases of the hydatid disease, 
but this reference, too, was not available. 
The single case reports are given in the bibli- 
ography. 

Bilharzia disease of the bladder is, according 
to the records, a very common malady in the 
tropical zones. A number of references will be 
found in the appended bibliography. 

Two cases of sarcina in the urine, the origin of 
which was definitely the bladder, are reported 
by Mueller. He identifies them as “sarcina 
urica.”’ In one case the infection was mixed with 
colon bacilli; in the other a pure culture was 
obtained. 

Fischer collected twelve cases of amoebic 
cystitis. One was associated with amoebic dysen- 
tery, another originated from a contaminated 
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water supply. No etiology is given for the re- 
maining ten cases. Eleven of the twelve cases 
occurred in males. 


BACTERIURIA 

There is a vast literature that is loosely en- 
titled bacteriuria. [ make this criticism because a 
careful examination of most of these articles shows 
faulty conclusions. It must be remembered that 
the normal urine is sterile and the bacteria are 
found in the urine of apparently healthy individ- 
uals. Their presence is a note of warning, a 
danger signal, as it were, of some pathological 
change going on in the urinary or genital tracts. 
It is true that bacteria are often saprophytic in 
the urethra and prostate, but never in the kidney 
or bladder. We must conclude, therefore, that 
unless it is definitely shown that bacteria in urine 
originate in the urethra or prostate, and that 
here, in the absence of pus, bacteriuria as an entity 
is a misnomer. 

Despite the assembling of a very great number 
of articles under this heading, their perusal re- 
veals comparatively little of interest. Nearly 
every title could be changed and more correctly 
placed under the caption of lesions in the kidney, 
bladder, prostate, or urethra. Of interest and 
deserving of special mention, however, are the 
following observations: 

Conradi and Breiast collected a number of 
cases of diphtheria and examined the urines for 
the presence of the bacillus. In 155 cases the 
organism was found in 54. Koch made urinary 
examinations in 26 diphtheretic patients, and 
found the bacillus in but two cases. He also 
examined the urines of 19 scarlet fever patients, 
and was surprised to find the diphtheria bacilli 
in four cases. The former observers claim that 
it is necessary to make repeated cultures before it 
can definitely be said that the bacilli are not 
present. They do not state definitely how long 
after convalescence the bacilluria persists. In 
one case the bacilli were found on the twenty- 
fifth day following complete recovery. The 
cultures injected into animals proved pathogenic. 

In urinalyses of sixty patients having carcino- 
ma, sarcoma, and lues, Vedeler found blasto- 
mycetes in all. He claims that by staining he can 
differentiate between malignancy and lues; re- 
gardless of the location of the tumor, the mold can 
be found in the urine. He states that as long as 
the blastomycetes are to be found in the urine fol- 
lowing an operation for malignancy, just so long 
is he fearful of a recurrence. 

Tanaka reports rr cases of filariuria without a 
demonstrable parenchymatous lesion; 7 showed 
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hematochyluria; 2 showed only chyluria; and in 
2 the urine was clear. 


THE URETHRA 


It is often difficult to make a fine distinction 
between bacteriuria originating in the urethra and 
in the kidney. This is readily understood when 
it is remembered that 20 per cent of males harbor 
anywhere from fifteen to thirty different strains 
of bacteria, which, though usually non-pathogen- 
ic, may become pathogenic under various stimuli. 
The female urethra contains saprophytic organ- 
isms more frequently than the male, due to the 
proximity of the vagina and anus. 

It is variously estimated that between 50 and 
75 per cent of the males of America and Europe 
either have had or have gonorrhceal urethritis. 
This colossal figure naturally makes up the great- 
est consideration of the bacteriology of the urethra. 
Thus far eighteen different strains of gonococci 
have been isolated. The success of the artificial 
cultivation is still limited to a few who have 
developed a technique and a satisfactory culture 
media only after prolonged and tedious labor. 
The gonococcus is not easy of cultivation outside 
the urethra, and it is the consensus of opinion of 
those who know that the often diagnosed Gram- 
negative diplococcus taken from the test tube is 
not the true Neisserian organism. The work of 
Woorden, even though revolutionary, is worthy 
of citation. This worker claims that most diplo- 
cocci which are diagnosed as gonococci are invo- 
lution forms of staphylococci, and that, at will, 
by varying his cultivation technique, he can 
transform his organism into one of several types 
of staphylococci. 

Wolbarst has collected 37 cases of gonorrhceal 
urethritis occurring in males ranging from sixteen 
months to fourteen years. In none did any com- 
plications occur. The age table is as follows: 


IIR eyes 3 a ity oi aimee onan I case 
CB a. cSt sas cmamseroeraeaninar I case 
Ses cea 58 Wb aba RIE oleate ateerens 3 cases 
RRS Se esa’ or sicach ere dees pia" whidare Wyse. Siena Anatate 7 cases 
NE a sca hiahie are. tile aisnayermlers Oi aia\e ais/eco wath isles 5 cases 
PE i aiace Kinch ec Bee aiere ma es ReaD 3 cases 
RPI 54565085, < sare cde retele maria’ S ae walla @ bo cui 
BID ORME onsen ast sseaaerPeisiana Ostend edhe wis oats ae 
RN ir ii8n 9.5 erated Ca RRMmeBiE ARSON 3 cases 
Sis RN ooo so snes sia pow wip Grdio areca Paras taser 4 cases 
Cesc oiis Si arineccuamamicncaandsewuacaecu 6 cases 


Despite the frequency of gonorrhceal infections 
of the urethra, it should not be forgotten that 
every urethral discharge is not due to the gonococ- 
cus. The staphylococci are next in frequency; 
then follow the streptococcus, micrococcus catar- 
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rhalis, bacillus lactis aérogenes, pneumococcus, 
and bacillus pyocyaneus. 

The micrococcus catarrhalis is of special inter- 
est, inasmuch as clinically it produces a path- 
ology very similar to the gonococcus, though much 
less severe. 

Morphologically the two are at times identical, 
and both are Gram-negative. The differentiation 
is made by the fact that the micrococcus catar- 
rhalis will grow on ordinary media at room tem- 
perature. 

Ramond cultivated the following bacteria from 
the normal urethra. The greatest number are 
found between the meatus and fossa navicularis. 
The deeper the approach into the urethra the 
fewer the bacteria. The bulbous urethra was 
quite free from any organism in every case exam- 
ined. The organisms in the order of their fre- 
quency are: 

Aérobic. 

Staphylococcus albus. 

Staphylococcus aureus. 

Staphylococcus citreus. 

Micrococcus subflavus of Bumm. 

Micrococcus lacteus fariformis of Bumm. 

Micrococcus citreus conglomeratus of Bumm. 

Streptococcus urinarius. 

Streptococcus giganticus urethre of Lustgar- 

ten. 

Pseudogonococcus of Steinschneider. 
Anaérobic: 

Various strains of staphylococci. 

Bacillus ramosus. 

Bacillus refrigens. 

Very little is written concerning the presence 
of parasites in the urethra. Pfister, of Cairo, 
Egypt, reports the frequent occurrence of Bil- 
harzia lodging in the posterior urethra and pro- 
ducing strictures. 


THE PROSTATE AND SEMINAL VESICLES 

The anatomical location of these glands natu- 
rally predisposes them to frequent infections. A 
monograph by Hugo Unterberg on the bacterial 
flora of the normal prostate gives the following 
findings: No individual examined had ever had 
gonorrheeal or any other infection of the genito- 
urinary tract. The ages ranged from thirteen to 
sixty. Cultures were made from the urethra, 
which was then thoroughly irrigated, the pros- 
tate massaged, and cultures made. 


Twenty-five individuals examined 


Cultures from the urethra positive in...............20 
Cultures from the prostate positive in............... 12 
Bacteria from the urethra and prostate identical in. ..10 
Prostate negative and urethra positive in............ 10 
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Prostate positive and urethra negative in. ns, 2 
Prostate negative and urethra negative in : a 


Organisms found in urethra 
Staphylococcus aureus in urethra. . . I 


7 
Staphylococcus albus in urethra. . 5 
Streptococcus in urethra...... 3 
Colon bacillus in urethra. ... I 
Pneumococcus in urethra. . . I 


Organisms found in prostate 


Staphylococcus aureus in prostate. . . Lo 
Staphylococcus albus in prostate. . 3 
Streptococcus in prostate....... ; 2 
Colon bacillus in prostate...... I 


In 240 cases of acute gonorrhoea in the Posner 
clinic there were 11 cases of prostatic abscess. 
In 203 cases from the same clinic there were 76 
cases of prostatitis. Cultures taken showed the 
gonococcus mixed with colon bacilli, staphylo- 
cocci, and streptococci. 

Marchildon found two cases of typhoid pros- 
tatitis and spermatocystitis. Both patients en- 
tered the hospital with typhoid fever and both 
came to autopsy. Pure cultures of the bacillus 
were obtained from the prostate and seminal 
vesicles. 

Three cases of echinococcus disease of the pros- 
tate are reported, one by Paryski and two by 
Niecaise. 

One case of actinomycotic infection is recorded 
by Cohn, of Berlin. It occurred in association 
with a pyonephrosis of the same etiology. 

CONCLUSION 

The writer recognizes full well that all classi- 
fications are more or less faulty and that they 
really represent the ideas of an individual. The 
foregoing review was arranged with the idea of a 
logical collaboration of infections of the genito- 
urinary organs to serve as an aid to those doing 
literary or scientific research work in this broad 
field of medicine. As far as possible repetition 
has been avoided, and seldom has any personal 
criticism of the authorities quoted been inter- 
polated. 

Note.—The writer wishes to acknowledge the invalu- 
able assistance rendered him by the reference librarians 
of the John Crerar Library. Their untiring efforts to 
correct errors in bibliography have been a great factor in 
making for the completeness of this review. The prompt- 
ness with which works are brought from the Surgeon- 
General’s Library in Washington is worthy of special 
commendation. 
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Reich-Brutzkus, B.: A Modified Grossisch’s Dis- 
infection with Tincture of Iodine for Opera- 
tions (Uber eine modifizierte Grossichsche Jodtink- 
turdesinfektion bei Operationen). Dissertation, 
Bern, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


On Tavel’s instigation the author undertook the 
same histological studies of some modifications of 
Grossich’s method as Walther and Tourraine per- 
formed with the unmodified method. The modifi- 
cations are as follows: 

1. Grossich, Walther, and others used to or 12 
per cent official tincture of iodine. In Tavel’s 
clinic a mixture of pure iodine 3, absolute alcohol 
10, and chloroform go was used. 

2. The previously named authors allowed the 
tincture of iodine to act for to minutes; in Tavel’s 
clinic the time varied: seldom 10 minutes, generally 5 
minutes, sometimes 2 minutes, and urgent cases 
I minute. 

3. The other authors gave two coats of iodine and 
a third after the closure of the wound; Tavel gives 
one coat shortly before the incision is made. 

4. Grossich did not remove the iodine with 096 
per cent alcohol as Tavel does to prevent eczema 
and on account of possible catarrh of the mucous 
membrane. 

The following facts were observed among others: 
The tincture of iodine must act for at least 5 min- 
utes in order to inhibit movement and growth of the 
bacteria and to killthem. In the 1oo cases observed 
by the author in Tavel’s clinic it made no clinical 
difference in the wound healing when the iodine was 
washed off with 96 per cent alcohol before the lapse 
of five minutes. In Tavel’s clinic eczema was sel- 
dom caused by the iodine, even when 12 per cent io- 
dine was used. In operations on the intestines care 
was taken to wrap the eviscerated intestines in 
warm, damp compresses, and, so far as possible, to 
keep them from touching the skin; therefore they 
had none of the bad results from disinfection with 
tincture of iodine which some surgeons have ob- 
served. The iodine penetrates the stratum lucidum 
and it is to be assumed that it also penetrates the 
rete malpighi. The author thinks Grossich’s dis- 
infection with tincture of iodine is the simplest and 
surest method. Fritz Logs. 


ANZSTHETICS 


Kulenkampff, D.: Recent Progress in Inhalation 
Anesthesia (Neuere Fortschritte auf dem Gebiet 
der Inhalationsaniisthesie). Deutsche med. Wchnschr., 
1914, xl, 1708. By Surg., Gynec. & Obst. 

One of the greatest advances in the administra- 
tion of inhalation anesthesia has been the use of 
apparatus which limits the concentration of the 
vapor. The unpleasant by-effects of ether are 
almost entirely avoided if the concentration does 
not exceed 6 to 7 per cent of the volume of the air 
breathed. The author believes that anesthetiza- 
tion should be done with dilute ether vapor and 
supplemented, if necessary, with other anaesthetics. 
Chloroform of low concentration, not over 1.7 
volume per cent, is best. Mixtures of anesthetics 
should not be used, for the concentration of the 
different components differs and the concentration 
of the vapor actually given cannot be measured. 
Masks should be used that admit air freely and do 
not permit carbonic acid gas to collect. Free 
change of air with removal of COs, is the important 
thing, not the amount of oxygen obtained. 

The anesthetist should look at the patient closely 
every minute or two and observe the slightest 
change in color and appearance. ‘The patient’s 
appearance and the fact that he is breathing freely 
are of much more importance than the condition of 
the pupillary and corneal reflexes and the pulse. 
Testing the corneal reflex does no good and may 
even be injurious. 

The anesthesia should be kept as light as possible. 
Very deep narcosis is rarely necessary; patients 
have in the past been kept under much deeper 
anesthesia than was necessary. Von Brunn holds 
that anesthesia should be stopped just at the 
boundary of the excitement stage, Kochmann just 
in the beginning of complete anesthesia. It is 
much better for the surgeon to exercise a little care 
and patience in the operation than for the patient 
to be given so much anesthetic that rougher treat- 
ment will not be noticed. The anesthesia should 
be kept as uniform as possible; sudden and frequent 
variations in the degree are dangerous. External 
rest, from avoidance of noise, etc., is less important 
than internal rest; that is, a quiet psychic condition 
of the patient. Therefore a good night’s rest 
should be assured the night before, a sleeping 
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medicine being given if necessary, and a small 
dose of morphine just before the anesthetic to 
produce a condition of euphoria. 

An important indirect advance has been made by 
extending the use of local, lumbar, and intravenous 
anesthesia, and thus avoiding, or at least limiting 
as much as possible, the giving of inhalation an- 
wsthesia. The prognosis is much improved in 
some operations, stomach resection, for instance, 
by a combination of local and inhalation anesthesia. 
Even if all do not agree with Crile’s theoretical 
anoci-association, there is no doubt that even 
extensive operations can be carried on with much 
less ill effect on the patient by the employment of 
such combined methods of anesthesia. A. Goss. 


Gellhorn, G.: Acetonuria Following Spinal 
Anesthesia (Uber Azetonurie im Gefolge der 
Spinalanisthesie). Zentralbl. f. Gyndk., 1914, 
XXXVili, 1204. By Surg., Gynec. & Obst. 

Although the fact that acetonuria occurs follow- 
ing inhalation narcosis is generally known, it is not 

a matter of common knowledge that this occurs 

following spinal anesthesia. Gellhorn therefore 

conducted examinations on 35 gynecologic cases 
operated upon under spinal anesthesia, and in two 
cases only did the acetonuria fail to appear. One 

case was a cesarean section and the other an im- 

plantation of the ureter into the bladder following 

a radical Wertheim operation for cancer of the 

uterus which had compressed the ureter completely 

and resulted in an anuria of 3 days’ standing. All 
other cases showed a definite acetonuria, appearing 
in from 8 to 24 hours and lasting as long as 14 days 
in some cases. The average duration was about 

5 to 6 days. The observations were made in dif- 

ferent hospitals and the examinations made by 

different men, so that it can hardly be attributed to 
errors in technique. The methods of Legal, Lieben, 
and Gerhardt were employed. No deleterious 
effect could be ascribed to the acetonuria; all cases 
recovered uneventfully, except a case of radical 
extirpation of the uterus for cervix cancer which 
died of general sepsis after doing well for two 
weeks, 

The interesting point in regard to the observation 
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Horsley, J. S.: Transplantation of the Anterior 
Temporal Artery. Tr. South. Surg. & Gynec. 
Ass., Asheville, 1914, Dec. 

By Surg., Gynec. & Obst. 

Occasionally defects of the cheek are exceedingly 
extensive and sometimes require a lining in the 
mouth as well as an external covering. In such 
instances Horsley recommends that a flap be turned 
up from the neck so that the skin side will line the 
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Com- 
monly it is supposed that acetonuria develops only 
in the presence of carbohydrate impoverishment 
as in starvation, exclusive meat diet, fever, diabetes, 
nervous diseases, pregnancy, epilepsy, Basedow’s 


is question as to the origin of the acetone. 


disease, after chloroform or ether narcosis. This, 
however, disappears as soon as carbohydrates are 
added to the diet. However, the general accept- 
ance of this theory has lately been questioned. 
Piper observed cases in which acetone appeared 
after operation in spite of no nutritional disturb- 
ances. 

Harris studied the subject in infectious diseases 
and found acetone present in 84.8 per cent of scarlet 
fever cases, in go.6 per cent of diphtheria cases, and 
in 33 per cent of 21 typhoid cases. In 8 severe 
typhoid fever cases it was absent. Harris con- 
cluded therefore that the acetonuria does not de- 
pend on decreased food absorption — failure to 
utilize the carbohydrates. As the diet need not be 
curtailed preceding lumbar anesthesia, these cases 
serve as excellent material in which to test the 
carbohydrate impoverishment theory. All these 
cases received a normal diet preceding operation 
and the last five even had a diet rich in carbohy- 
drates for several days preceding operation; the 
usual castor oil purging was avoided; food was ad- 
ministered a few hours after operation and still 
acetonuria set in. The carbohydrate hypothesis 
must therefore be rejected for some cases, and the 
origin of the acetonuria must still remain in doubt. 

L. A. JUANKE. 


SURGICAL INSTRUMENTS AND APPARATUS 


Cotton, F. J.: Rubber Gloves: a Technique of 
Mending. Surg., Gynec. & Obst., 1914, xix, 780. 
By Surg., Gynec. & Obst. 


The author calls attention to the gain in efficiency 
and economy if in patching punctures or cuts in 
rubber gloves one uses not the simple bit of rubber 
but a patch of rubber pasted on a thin card. This 
prevents curling and the patch is far more neatly 
and easily put on. Later the glue dissolves in water 
or the steam of the sterilizer and the card backing 
of the patch is detached. 
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oral cavity, and that a flap be taken from the fore- 
head which is supplied by the anterior temporal 
artery. This artery is carefully dissected out, in- 
cluding some surrounding tissue, and is buried 
under an incision leading from the origin of the 
artery to the edge of the defect. This incision 
should not be too deep, as it might then injure the 
branches of the facial nerve. The flap should be 
sutured loosely so as to permit slight oozing, which 
relieves passive hyperemia. The cause of failure 
with such a flap would be having too much nutri- 











tion, not too little. The paper was illustrated with 
drawings of the procedure and photographs of two 
patients that were operated upon by this technique. 


Patton, W. F.: Extensive Case of Osteomyelitis, 
Involving Two-Thirds of Skull, Originating 
from Frontal Sinusitis. N. Orl. M. & S. J., 
1914, lxvii, 318. By Surg., Gynec. & Obst. 


Patton contends that infection of the diploé of 
the bone is caused by especially virulent secretions 
following traumatism, and that it occurs in two 
forms: circumscribed and diffuse. 

The former gives rise to the ordinary local symp- 
toms and gradually spreads until the ethmoidal 
capsule is reached, when it ceases. This form usual- 
ly answers promptly to thorough resection of dis- 
eased bone. The diffuse form is entirely different, 
for it knows no boundaries, the process continuing 
until the entire osseous covering of the brain is 
involved, unless the patient dies of cerebral infection. 

All the manifestations in this form are more 
sudden and acute, the abscess soon points and 
ruptures, and the underlying bone is found to be 
spongy and infiltrated with pus, and sequestra are 
readily formed. In this type of cases the prognosis 
is exceedingly grave; they usually terminate in 
general septicemia, thrombophlebitis of one of 
the large intracranial veins, or meningitis. 

The author’s case was of the diffuse type. The 
patient, a man aged 28, had had some nose trouble 
6 years previous, for which he had polypi removed 
from the left side. 

When first seen, a left post-orbital abscess had 
been opened by an oculist. Examination of the 
nose revealed ethmoids, anterior and _ posterior, 
full of polypi and pus coming from the left frontal 
sinus. The Mosher operation was performed on the 
left ethmoids and the frontal sinus was washed out. 
The patient improved and insisted on returning 
home. The improvement only lasted one week, 
when the nose and orbital wounds began to discharge 
freely and the pain returned. 

The patient again came to the city for treatment 
and a Killian operation on the frontal sinus was 
performed by a specialist. Again, after slightly im- 
proving, he deserted and went home to die, but was 
persuaded to return to the city, and on December 
30th was seen by the author. 

Examination revealed both lids oedematous, left 
eye bathed in yellow pus, both supra-orbital regions 
swollen and very tender, patient in a semicoma- 
tose condition, temperature 102°. Operation was 
advised. 

The left side opened into the old supra-orbital 
scar; there were several large sequestra and the 
entire anterior plate was necrotic. This necrosis 
was found to extend to the coronal suture around 
and behind the left external orbital angle, and a 
large pocket of pus was found between the perios- 
teum and the bone. Upon removing the anterior 


plate the dura was found exposed and covered with 
granulation tissue and somewhat bulging. 
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left frontal was found ruptured into the right and 
all the anterior plate necrotic. 

The first incision was continued across the bridge 
of the nose over the right eyebrow to the external 
angle of the right eye and this entire flap turned 
back. All the anterior plate was removed from the 
right sinus, and also part of the nasal bone, the 
supra-orbital ridges being left. This brought the 
dura on the right side plainly in view, and after 
thoroughly curetting the ethmoids on both sides 
and exposing the sphenoid, the wound was closed, 
with a drain through the nose, and several counter- 
drains on the left side; a saline dressing was ordered 
and the patient sent to the ward. Much to the 
author’s surprise the patient progressed nicely. The 
infection proved to be a mixed streptococcus and 
staphylococus. Wassermann was negative. 

The wound was dressed and irrigated daily, and 
on the sixteenth day an autogenous vaccine—strep- 
tococcic, chietfly—was given. This seemed to have 
a decided influence in decreasing the discharge. 
The vaccine was repeated on the third day, and the 
wound seemed cleaner and the discharge less. A 
skiagraph was then taken and extensive necrosis 
of the right side and several large sequestra were 
easily made out. 

On January 31 the wound was opened in the old 
cicatrix, and a mass of granulation tissue was found 
covering the exposed dura in the frontal region; 
the frontal and the occipital bones of the right side 
were found loose and necrotic; all the posterior 
plate was necrotic and several sequestra were re- 
moved. 

The patient took the anwsthetic badly, and the 
necrosis throughout was so extensive that the 
operation was abandoned after thorough drainage. 
On the second day he complained of pain and twitch- 
ing in the left arm, nausea, and extreme nervousness. 
It was decided to send him home. On the eighth 
day his left arm was completely paralyzed. He 
died on the eleventh day with no pain. 

Patton claims that this is the most extensive 
osteomyelitis of the skull he has been able to find a 
record of. Usually these cases of streptococcic 
origin are fatal, the germ traveling in the small 
lymph-channels in the diploé of the bone and grad- 
ually involving the entire skull. He was impressed 
with the absence of meningitis, except towards the 
last. In view of there being so much bone necrosis 
and exposed dura he thought this remarkable. 

Lewis B. Crawrorp. 


Councilman, W. T.: The Gliomatous Tumors of 
the Brain. Long Island M.J., 1914, viii, gor. 

By Surg., Gynec. & Obst. 

From a consideration of 25 cases of brain tumor 
the following is gleaned: The gliomata resemble 
in many respects connective-tissue tumors, not- 
withstanding the fact that they are of epiblastic 
origin. The most striking common characteristic 
of the gliomata is their manner of growth, which is 
by infiltration and not by expansion; that is, in its 
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growth the glioma replaces tissue, substituting it- 
self for it and not pushing it aside. Another 
characteristic of the glioma is the tendency to 
cyst formation. The cysts so formed differ from 
the cysts in other tumors, which either result from 
the activity of epithelial secretion or represent the 
remains of areas of degeneration. Here, however, 
they are due to the fluid absorption of the tissue 
and represent an accentuation of a condition com- 
mon to the entire tumor. 

The third peculiarity of the gliomata as a class 
is the limitation of the tumor to the tissue in which 
it has originated. Even when rapidly growing the 
growth is confined to the nervous tissue. Another 
characteristic of the gliomata is the tendency of 
the tumor to extend along surfaces. One may see 
long lines of extension of the growth either on the 
surface of the brain or in a sulcus connected with 
the tumor at one point. J. H. SKILes. 


Thorburn, W.: The Present Position of Cerebral 
Surgery. Med. Press & Circ., 1914, cxlix, 424. 
By Surg., Gynec. & Obst. 

The author in the present paper confines himself 
to the discussion of two conditions: epilepsy and 
cerebral tumors. 

He states that in surgical literature there is 
almost a complete absence of definite information 
as to the late results of operation for epilepsy. 
Thorburn has personally seen many cases of epilepsy 
held in abeyance temporarily after operations such 
as hernia, amputation, etc. The only records the 
author was able to find were those of Cushing and 
Rawling. Cushing obtained 20.7 per cent of cures 
in traumatic cases; Rawling to per cent. 

In the last thirteen years the author has operated 
upon 39 cases of various types for epilepsy. Of 
1g traced cases, 5 were reported cured and 6 greatly 
improved. At present the author does not advise 
operation for idiopathic epilepsy, but suggests that 
operation be limited to the traumatic cases only. 
Some bone is usually removed, although bony 
spicule are very infrequent. Osteitis is much more 
common. Occasionally cysts have been found 
between the bone and the dura; in some places 
only adhesions of the dura to the cortex are found. 
When visible areas of degeneration are seen in the 
cortex they are removed. 

During the last few months there has appeared 
some valuable data. Howard Tooth published an 
analysis of 250 operations, von Eiselsberg an analysis 
of 168 cases. The author adds to these his collec- 
tion of 57 cases operated upon for brain tumor, 
making a total of 490 cases. Of this entire number, 
116, or 23.6 per cent, were alive a year from the date 
of operation. 

A large proportion of these tumors are malig- 
nant or tuberculous, hence excision of cerebral 
tumors with hope of radical cure must be exceptional. 
Surgery, therefore, must not be used as a cure; 
but rather used to relieve conditions and prolong 
life. 
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The author has divided his cases into two classes: 
those in which the tumor was removed, and those 
in which decompression and exploration were done. 
In the former 41.6 per cent lived, in the latter 11.1 
per cent lived. The author, however, advises early 
decompression, as in this way blindness and pres- 
sure symptoms may be relieved. 


EUGENE Cary. 
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Wetherill, R. B.: Goiter: Differential Diagnosis. 
J. Indiana St. M. Ass., 1914, vii, 507. 
By Surg., Gynec. & Obst. 

The author lays stress on the complicated symp- 
tom picture that diseases of the thyroid gland pro- 
duce because of the intimate correlation with the 
other ductless glands of the body. After discussing 
the embryology, histology, and physiology of the 
gland he takes up the pathological classification of 
goiters; viz., (1) the hypertrophic follicular goiter 
in which all the elements are hypertrophic—the 
physiologic goiter of puberty; (2) the parenchyma- 
tous type, which consists of hypertrophy and hyper- 
plasia of the epithelial cells lining the acini; (3) 
colloid goiter, in which the epithelium is lower than 
in the second class, and in which there is a larger 
preponderance of colloid matter; (4) the adenomatic, 
in which the glands have their elements formed in 
follicles without showing a capsule. 

For the clinical classification he makes two 
divisions, (1) toxic and (2) simple. This classifica- 
tion is not satisfactory because the simple goiter 
may show evidence of a delayed toxemia later 
on in the disease, even going so far as to produce 
a typical Graves’ disease on an old colloid goiter 
base. 

The author then adds a list of the differential 
points in the clinical diagnosis of hyperthyroidism 
and hypothyroidism covering age, onset, character- 
istics of the skin and nerve reactions, heart exhaus- 
tion, the state of the thyroid gland, body tempera- 
ture, analysis of the urine and blood, etc. 

As to blood findings in exophthalmic goiter he 
quotes Mayo in emphasizing that the lymphocyto- 
sis is not constantly present in all exophthalmic 
cases. He takes up the question of blood-pressure 
and discusses the various findings of the low and 
high pressure in relation to the stages of thyroid 
diseases. The presence of glycosuria, he thinks, is 
dependent on the disturbance of metabolism in hy- 
perthyroidism. As for the presence of albumin in 
the urine he takes it to be a sign of the degeneration 
which is present in the liver, central nervous sys- 
tem, etc. 

He states that the shape and consistency of the 
gland will in the majority of cases determine the 
type of goiter. The hypertrophic and hyperplastic 
types show gland enlargement but its normal shape 
is preserved. In colloid, cystic, and in adenomatic 
and malignant goiters the shape is often irregular. 
The dyspnoea arising is caused by two factors—one 
on account of the giving way of the heart muscle 
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from toxemia, and, second, by the pressure on the 
trachea in the case of the simple goiter. Stenosis 
of the trachea from pressure can be detected by 
auscultation, which shows feeble tracheal breathing 
below the point of obstruction, the aggravation of 
the symptoms appearing on raising the arms high 
above the head, and evidence of an area of dullness 
in the upper border of the sternum below the clav- 
icle are points in diagnosis. 

It is important to differentiate enlarged thymus 
from a substernal goiter, because in the former case 
operation is contra-indicated. Prominent symp- 
toms of hyperplastic thymus are sudden attacks of 
dyspnoea accompanied by retraction of the sub- 
clavicular intercostal spaces. Hyperextension of 
the head facilitates dyspnoea, because this position 
by drawing the upper part of the gland higher in 
the neck diminishes the space between the vertebrx 
and the sternum, and hence compresses the trachea. 

He joins Mayo in urging that all cases which are 
operated on should have a previous laryngoscopic 
examination made of their vocal cords to see if there 
is any paralysis present due to pressure of the goiter 
on the recurrent nerve. 

In summing up the author urges that all cases of 
Graves’ disease benefited by iodine be carefully 
studied as to heart symptoms, the condition of their 
lymphocytosis, their blood-pressure, nervous symp- 
toms, by comparison with those types of diseases 
aggravated by this medication. Harry G. SLoAn. 


Frazier, C. H.: A Review of One Hundred Consecu- 
tive Operations for Goiter, with Especial 
Reference to the Treatment of Hyperthyroid- 
ism. Ann. Surg., Phila., 1914, Ix, 583. 

By Surg., Gynec. & Obst. 

The author’s review is based upon a series of 103 
consecutive operations, among which were 81 
thyroidectomies, 17 ligations of vessels, and 5 
operations for thyroglossal cysts. Grouped _histo- 
logically there were 34 simple goiters, 29 adenomata, 
I sarcoma, 2 carcinomata, and 32 hyperplastic — 
exophthalmic — goiters. In the thyroidectomies, 
there was only one fatality, that of an 11-year-old 
boy with a large vascular sarcoma. Among the 
ligations there were 2 fatalities, which occurred in 
cases which according to our more enlightened con- 
ception of the limitations of surgical therapy would 
be now regarded as inoperable, at least in the acute 
stage at which the operation was performed. 

With regard to the treatment of various lesions 
of the thyroid gland, and particularly as to the 
propriety of operation, the author places before the 
patient a fair presentation of the facts, somewhat 
as follows: (1) That the operation is peculiarly free 
from danger; (2) that the patient must decide for 
herself whether the swelling is sufiiciently annoying 
to warrant its removal; (3) that there is a tendency 
in a considerable number of cases for simple goiters 
to undergo certain changes which will affect the 
heart, kidneys, and liver; (4) that in exceptional 
instances in later life goiters become cancerous. 
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As to the risk of operation, there were no fatalities 
in the author’s series of partial thyroidectomies. 

As to the end-results in the toxic cases, Frazier’s 
report corresponds with those from other clinics. 
Of the patients which he had heard from, 90 per 
cent had fully recovered or were greatly improved; 
and of the latter a number had been operated upon 
within one year. 

The author finds that the completeness of the cure 
does not depend entirely upon the successful removal 
of the gland, but that two other factors must be con- 
sidered. First, the care of the patients after the 
operation which should, whenever possible, free 
the patient from physical and nervous strain for 
periods varying from several months to two years. 
Unfortunately, the social status of the patient 
sometimes makes it impossible to provide these 
conditions. This must be borne in mind by the 
practitioner into whose hands the patient falls after 
operation, and the completeness of the recovery will 
depend upon his appreciation of the need of this 
after-treatment, and whether the circumstances 
permit of its enforcement. Second, the existence 
of chronic visceral disease at the time of the opera- 
tion must be taken into account. Some of the pa- 
tients are physical wrecks with organic lesions of 
heart, kidney, and other organs, from which com- 
plete recovery is impossible. As Kocher has said, 
if all cases were operated upon within a short time 
after the outbreak of the disease, they would prob- 
ably all be cured; and to this might be added that 
the mortality, low as it now is‘in all cases, would be 
reduced to that of as common a procedure as hernior- 
rhaphy. 

Finally, in speaking of the attitude which the 
general practitioner should take in handling and ad- 
vising these patients, Frazier states that if the prac- 
titioner so chooses he has the right to try non-surgical 
means in the early stages of the disease before the 
myocardium, or kidney, or nervous system is per- 
manently damaged. But if he fails to arrest the 
disease and does not advise operation in the curable 
stage, he should be just as severely censured as the 
practitioner who fails to call for surgical aid until 
his patient with acute appendicitis has developed 
peritonitis, or one with a callous ulcer of the stomach 
has developed carcinoma. The conditions are quite 
parallel. The extraordinary recuperative power of 
patients with Graves’ disease is amazing, and, in 
most cases, sick as they are at the time of operation, 
they are almost uniformly restored to perfect or 
reasonably good health. Georce E. Betiey. 


Matti, H.: Relation of the Thymus to Basedow’s 
Disease (Die Bezichungen der Thymus zum Mor- 
bus Basedowii). Berl. klin. Wehuschr., 1914, li, 
1310, 1305. By Surg., Gynec. & Obst. 

Matti reviews the work of many authors on 

Basedow’s disease and comes to the conclusion that 

an enlarged thymus plays an active part in the 

production of the Basedow symptom-complex. 

It is probable that a great majority of cases of 
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Basedow’s disease have persistent thymus. Hyper- 
plasia of the thymus is not merely a symptom of a 
status thymicolymphaticus, but it may occur 
alone. The symptoms caused by the thyroid are 
increased by the hyperplastic thymus; the thymus 
exercises its injurious effect directly by injury to the 
heart and indirectly through the hypoplasia of the 
adrenals, which so frequently accompanies it. 

It has been argued that the thymus is not in- 
volved in Basedow’s disease, because some cases 
with an enlarged thymus run a favorable course; 
but it must be remembered that the pathological 
action of the thymus is not necessarily in proportion 
to its size; moreover, the percentage of patients 
with hyperplastic thymus is much greater in the 
severe and fatal cases of Basedow’s disease. An 
exclusively thyroid medication is satisfactory in 
Basedow’s disease. The thymus is sometimes 
involved to such an extent that it dominates the 
clinical picture. Recent surgical experiences are 
cited in corroboration of this statement. The 
changes in the thymus are coérdinate and parallel 
with the changes in the thyroid and cannot be re- 
garded as secondary compensatory manifestations. 
Eppinger and Hess’ assumption that a distinction 
can be made between vagotonic and sympathicotonic 
forms of Basedow’s disease cannot be confirmed. 
Therefore we cannot attribute the signs of vagoto- 
nus, such as subjective heart symptoms, without 
marked change in pulse, sweating, digestive dis- 
turbances, diarrhoea, “‘Basedow blood picture” 
and severe myasthenia, to hyperplastic thymus. 

Pilocarpine and adrenalin tests have only a 


limited diagnostic value, and can be regarded at 


most only as supplementary reactions. Thymus 
hyperplasia must be demonstrated by percussion, 
rontgenograms, and réntgen illumination; in the 
latter method the thymus shadow will move on 
respiration. 

An enlarged thymus is no contra-indication to 
operation; on the contrary, primary resection of the 
thymus should be undertaken where there is marked 
thymus hyperplasia and only slight thyroid symp- 
toms. The symptoms due to the accompanying 
hypoplasia of the adrenals should be treated with 
adrenalin. The Basedow blood picture is doubtless 
not due exclusively to the thyroid; the thymus 
plays a part in the lymphocytosis, as is shown by 
the fact that the blood picture has become nor- 
mal after thymus resection in some cases where it 
_ very little influenced by operation on the thy- 
roid. 

Statistics from Kiittner’s clinic show failure to 
cure the Basedow’s disease in 20 per cent of the 
cases where the goiter was removed; the hyper- 
plastic thymus is doubtless responsible for these 
failures. In future study of Basedow’s disease 
special attention should be devoted to changes in 
the chromaffin system, the genital glands, hypophy- 
sis, and parathyroids. There are many reasons for 
assuming that Basedow’s disease is a pluriglandular 
disease. A. Goss. 
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Hart, C.: Significance of the Thymus in the Origin 
and Course of Basedow’s Disease (Die Bedeutung 
der Thymus fiir Entstehung und Verlauf des Morbus 
Basedowii). Arch. f. klin. Chir., 1914, civ, 347. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


It is interesting to note that Hart has changed his 
opinion considerably in regard to the thyraus, which 
is not surprising as the study of this question is 
still in the theoretical stage. He supports Svehla’s 
teaching in reference to hyperfunction of the thymus, 
which has not yet been confirmed by physiological 
experiments, and which even Adler’s and Yoko- 
yama’s work does not prove. Anatomically he 
holds that the lymphocytes of the thymus are 
derived from some other source, and that the 
lymphatic components of the thymus have little 
or no significance, while the epithelial components 
are the most important. 

In contrast with his earlier works Hart now holds 
that there are a great number of Basedow cases 
with which the thymus has nothing to do, and of 
which he asserts that they have a milder course 
than those in which the thymus is involved. He 
discusses the relations between the thyroid and 
the thymus, although he admits that we do not 
know much about this question. A change in 
the thymus he regards as a constitutional stigma, 
on the basis of which diseases of the internal 
secretory glands develop, and by which they are 
governed. 

He undertakes to answer the question: ‘‘In what 
way does the thymus influence the clinical picture 
and course of Basedow’s disease?”’ He distinguishes 
five different forms of Basedow thymus, but the 
distinctions are largely theoretical. Here, too, he 
has considerably modified his earlier views; for- 
merly he had never found signs of involution in 
a Basedow thymus and he denied the possibil- 
ity of a revivification, but now he confirms these 
findings of Pettavel, whose work he does not men- 
tion. 

He distinguishes, as Klose, Capelle, and Bayer 
have already done, three forms of Basedow’s dis- 
ease: one due purely to the thymus, one to the 
thyroid, and one to both. The proof of a pure 
thymic Basedow’s disease still rests on the unsafe 
ground of theory. He rests his argument solely on 
von Haberer’s case, in spite of the fact that von 
Haberer himself says that only one case of Capelle 
and Bayer has ever been permanently helped by 
thymectomy. 

In the Basedow caused by both thyroid and 
thymus he thinks the thymus is the organ primarily 
diseased, and that it is the cause of the secondary 
involvement of the thyroid, but he admits that 
strumectomy cures the disease, whether due to thy- 
roid or thymus. 

In conclusion, he points out the relatively fre- 
quent hypoplasia of the medulla of the suprarenals 
in Basedow’s disease, and describes a case in which 
he found the histological picture of hyperplasia of 
the medullary portion. Kocuer. 
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Eiselsberg, A. von: Permanency of Thyroid and 
Parathyroid Grafts and a Discussion of Post- 
Operative Tetany (Zur Frage der dauernden Ein- 
heilung verpflanzter Schilddriisen und Nebenschild 
driisen, zugleich cin Beitrag zur postoperativen 
Tetania parathyreopriva). Arch. f. klin. Chir., 1914, 
cvi, I. By Surg., Gynec. & Obst. 


It is now seldom necessary to transplant thyroids 
after operation, for a sufficient amount of thyroid 
tissue can be left on operation, but the question of 
thyroid transplantation is of importance in disturb- 
ances of thyroid function such as myxoedema and 
cretinism that are either congenital or acquired very 
early in life. Von Eiselsberg describes two cases of 
cretinism in which he made 6 implantations of 
thyroid tissue taken from goiter operations. There 
was improvement, but it was only temporary. 
This would indicate that the transplanted gland was 
finally absorbed. In thyroid medication, on the 
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Miller, G. P.: Chronic Cystic Mastitis. 
Surg., Phila., 1914, Ix, 5905. 
By Surg., Gynec. & Obst. 


Ann. 


Miller reviews the recent literature and calls 
especial attention to papers by Judd and one by 
MacCarty. 

He reports 18 cases and in 14 of these he examined 
slides microscopically for the purpose of classifying 
them according to MacCarty’s scheme. The first 
10 cases were of the primary hyperplastic type; i.e., 
where both the inner or cuboidal cells and the outer 
layer of cells of the acini were present; these latter 
cells corresponded to the stratum germinatum of 
the skin. 

In the eleventh case the slide showed the second- 
ary type of hyperplasia; i.e., where the inner cells 
had disappeared and only the outer or germinal 
cells remained. This form may or may not be- 
come malignant. The other breast of this patient 
was removed two years later and the hyperplasia 
was found to be of the primary type. 

In the twelfth case the right breast showed 
primary hyperplasia, but six months later a mass 
in the left breast was found to be of the secondary 
type. 

In the two other cases secondary types of hyper- 
plasia were found. Of the four secondary types 
three were traced and reported well at the end of 
3, 4, and 5 years, respectively. Of the primary 
types, which MacCarty considers benign, 8 cases 
were traced and all were reported cured. 

The ages of his patients were: one between 10 
and 20 years, two between 20 and 30, five between 
30 and 40, nine from 40 to 50, one from 50 to 60; the 
average age of the primary hyperplasia was 36, 
the secondary hyperplasia 41. 
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other hand, the improvement is slow but persistent. 
His results in the transplantation of parathyroids 
also indicate that the glands are ultimately absorbed. 
Such transplantations have generally been made for 
post-operative tetany. 

In the course of the past 12 years among 1,300 
operations for goiter the author has had 14 cases of 
mild tetany which disappeared spontaneously or 
after the administration of parathyroid tablets, 5 
cases of severe and 3 of fatal tetany. It is best to 
avoid tetany by carefully sparing the parathyroid 
region; if it develops it should be treated by giving 
parathyroid tablets, and if that fails by parathyroid 
transplantation. ‘The removal of even one para- 
thyroid may injure the donor, so it is better to wait 
until parathyroids can be obtained from infants 
dying during delivery or from adults dead of acci- 
dents. The one case in which he transplanted the 
A. Goss. 


parathyroid of a monkey was a failure. 


THE CHEST 


Clinically, the symptoms are a rather vague 
mass, palpable in the breast, containing one or 
more nodules, not adherent to the skin or pectoral 
fascia; pain is sometimes present and may be referred 
down the arm. 

MacCarty is quoted as advising the complete 
removal for examination of the entire gland in 
women over 36; if the primary or secondary hyper- 
plasia be present, nothing more should be done, 
but if tertiary hyperplasia exists a radical operation 
should be performed. Miiller believes that chronic 
cystic mastitis and carcinoma are closely allied and 
that any tendency to conservative treatment in 
women over 36 years of age is to be deprecated. 

D. L. Desparp. 


Taylor, J. M.: The Treatment of Pectus Excava- 
tum—Funnel Breast. V. J). 1/7. J., 1914, ¢, 1154. 
By Surg., Gynec. & Obst. 

The author brietly describes this condition, the 
common causes, and gives treatment that in his 
experience has proved beneficial. 

The deformity is most common and in its pro- 
nounced degrees greatly impairs the respiratory 
competence. He states that in the young as long 
as there is fair mobility of the ribs or plasticity of 
collateral structures the deformity is readily over- 
come. Age is not a hindrance if the patient is 
willing to codperate. 

The problem is to force the chest to expand, the 
ribs being brought up to the normal position, and 
to do so often enough to overcome rigidities and 
allow the muscles to attain strength to maintain 
the correct position. 

The exercise briefly is as follows: 

The patient clasps his hands just below the 
shoulder-blades, then pulls them apart one against 
the other extending both downward as far as 
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possible, maintaining both traction and extension 
with increasing force and holds the position a few 
seconds at the end of the full downward extension. 
First the right hand clasps the left, then the left 
clasps the right, the thumb not being used. The 
back is held vertical, the belly not protruded, the 
chin moving up as the hands go down. 

The treatment comprises about ten full exercises 
daily, five with each hand, for two or three months— 
then two or three times a week as thought best. 

The author believes this exercise, wisely applied, 
to be of enormous value; but it requires the same 
precision, intelligent selection, and application 
C. C. CHATTERTON. 


as any other remedy. 


Hartshorn, W. E.: Fracture of the Clavicle. .\. J). 
M3; 3914, C, PERO. By Surg., Gynec. & Obst. 


Hartshorn considers this fracture of importance 
because of the important supporting function of 
the bone, the possibility of deformity resulting, es- 
pecially in women, and the fact that a predisposition 
to scoliosis may occur in children following this 
fracture due to narrowing of the shoulder-girdle. 

The typical deformity in this fracture is the 
inward and downward displacement of the outer 
fragment and slight upward displacement of the 
inner, due to muscular pull and to the falling down- 
ward and inward of the shoulder, carrying its outer 
fragment with it. The fractures are oblique, trans- 
verse with impaction, and greenstick. The oblique 
are the most common and produce the greatest 
deformity. The transverse show little tendency to 
displacement. 

Hartshorn has had little satisfaction from the 
Sayre dressing and its modifications but considers 
Bellamy’s adhesive dressing one of the best of this 
type. He prefers to use the splint devised by 
Fayette Taylor or a modification of this made by 
Peckham of Providence. The Taylor splint con- 
sists of a rectangular pad posteriorly which connects 
anteriorly with an adjustable aluminum splint, the 
ends of which are on the coracoid process right and 
left. Frank D. Dickson. 


Lemann, I. I., and Maes, U.: Artificial Pheumo- 
thorax in the Treatment of Lung Abscess. 

N. Orl. M. & S. J., 1914, Ixvii, 321. 
By Surg., Gynec. & Obst. 
Lemann and Maes both claim that when an 
abscess of the lung is accurately located and when 
it is accessible, unquestionably it should be treated 
surgically; that is, by incision and drainage. But 
oftentimes these abscesses are not easy to locate, 
the physical signs are sometimes misleading, and the 
exact site cannot be determined. The authors agree 
with Robinson, who prefers the responsibility of 
finding the abscess rather than to risk operation at 
the late stage when the patient’s resistance has 
been lowered during prolonged observation and 
repeated negative exploration. Recently the use 
of the fluoroscope and skiagraph have aided in 

locating these abscesses. 


INTERNATIONAL ABSTRACT OF SURGERY 


The accessibility of the abscesses is of the most 
importance, and because of their inaccessibility in 
the majority of cases the authors recommend this 
method. Lemann has seen 4 abscesses of the lung, 
one in the lower lobe of the left lung, and the other 
3 in the right infraclavicular space. Each had been 
refused operation because of the inaccessibility of 
the abscess. Maes then thought this an admirable 
field for the application of the artificial pneumo- 
thorax to compress the lung and thus obliterate the 
abscess cavity. 

This suggestion of using artificial pneumothorax 
to compress the lung in cases of abscess, though 
described some time ago, does not seem to have 
met with the recognition it deserves, and a search 
of the literature for the past seven years reveals 
only 5 references. Fontanini in 1910 reported 
the cure of a case, which had persisted for six years, 
but was cured in a few months by compression. 

Izar, Frank and Jagic also report great improve- 
ments in cases of bronchiectasis; while on the other 
hand, A. Schmidt reports the results in 8 cases of 
bronchiectasis treated by artificial pneumothorax 
as being far from satisfactory, claiming that the 
damage to the lung tissue is too great, and that only 
in the early stages is this treatment beneficial. 

In the case reported, all the usual medicinal 
procedures had been tried out, and because the case 
was inoperable it was decided to try this compres- 
sion method. 

The patient, a colored female, aged 11, was first 
seen Oct. 11, 1913. In June, 1913, she had her 
tonsils removed, and had never regained strength; 
in the latter part of the same month she had had 
what was termed an attack of pneumonia and 
pleurisy. She recovered only after vomiting a large 
quantity of foul-smelling pus. From that time on 
she was seldom free from fever, and always had a 
cough and free expectoration. When first seen, 
she was fairly well nourished, temperature 102°, 
and near the apex of the right lung in the right infra- 
clavicular region an abscess could be made out. The 
sputum was negative except for streptococci, and a 
skiagraph taken confirmed the diagnosis of cavity. 

From October to January the patient went 
through a number of fever cycles: she would empty 
the abscess cavity, the fever would drop, and she 
would improve for a while, only to go through the 
same thing again. These attacks continued through 
February, and in the latter part of March the 
pneumothorax compression was begun. At first 
only 500 ccm. of nitrogen gas was injected, but 
later as much as 1000 ccm. was injected. The aim 
was to make repeated injections, every week or two, 
and in that way keep the lung constantly and entirely 
compressed. As a result in this case the febrile 
attacks ceased, the cough and expectoration di- 
minished and the patient greatly improved in 
strength and appetite. A skiagraph demonstrated 
a complete compression of the right lung, with dis- 
placement of the heart to the left. 

Lewis B. CRAWFORD. 
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Ross, J. N. M.: Some Observations upon Primary 
New-Growths of the Mediastinum from a 
Study of Sixty Cases. Edinb. AJ. J., 1914, xiii, 
444. By Surg., Gynec. & Obst. 
Ross discusses sixty complete consecutive cases 
observed at the Brompton Hospital for diseases of 
the chest in London. These growths are moderately 
rare. One in 259 admissions out of a total of 20,- 
745 patients were mediastinal new-growths. It 
is to be considered, however, that Brompton is 
exclusively a hospital for the treatment of the chest. 
At a London general hospital similar statistics 
showed that one in 360 medical admissions were 
intrathoracic new-growths; 85 per cent of cases had 
the onset over the age of 30, 70 per cent between 
30 and 50, with 18 years and 70 years as the ex- 
tremes. Occupation and locality were of no etiolog- 
ic significance. Men were more frequently affected 
than women. Sarcoma was the most common 
form, but the carcinomata affected females three 
times as often as males; 23.5 per cent gave a definite 
malignant family history, while in 31.6 per cent 
there was a definite tuberculous family history. 

The common seat of origin was the anterior 
mediastinum, though most of them had already 
involved the posterior and bronchial glands. From 
the mediastinal glands the disease spreads, especially 
to the pericardium and the root of the lung. All 
the tumors were malignant. In 93.3 per cent they 
had involved lung tissue; the right lung was affected 
in the greatest number of cases. Extra thoracic 
metastases, especialty liver, pancreas, and suprarenal 
in combination, were frequent and diagnostic. 

Emaciation was rarely found. ‘The typical 
cachexia of malignant disease was never found. 
In no case was a temperature of over too® I’. found 
unless some complication supervened, the com- 
monest of which was bronchiectasis or septic broncho- 
pneumonia. Pain, dull and aching, and sometimes 
in severe paroxysms, was usually present at some 
stage. Dyspnoca was often the first symptom. It 
developed insidiously, but usually became prom- 
inent. Dyspncea out of proportion to physical signs 
was characteristic of the condition. Hoarseness 
and dysphagia were often present. Vomiting was 
occasionally found, and hiccough was a distressing 
symptom in one case. Dilatation of the pupil 
was rare; contraction from the first was more 
common. Sudden cedema of the face and neck 
was often an early and significant symptom. In 
many cases in addition the superficial veins of the 
thorax became dilated and tortuous. The arteries 
always escaped compression. In 63 per cent, blood 
in small amount and not frequently repeated was 
found in the sputum, though hemoptysis was the 
cause of death in three cases. ‘The expectoration 
was, as a rule, scanty, thick, and mucoid, but no 
malignant cells were found. 

Percussion was found to be the most valuable of 
the ordinary methods of examination, though it was 
not the rule to find the classical submanubrial 
dullness. Abdominal examination should be made 
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for secondary growths, which are often easily pal 
pable. ‘Twenty-nine cases had 


pleural effusion, 
51 per cent of which showed blood to the naked 
eye. No cancer-cells were found, but a high per 
centage of lymphocytes was suggestive. The 
effusion developed insidiously and with few symp 
toms. Radiographic examination was of value in 
the diagnosis. 

As to prognosis, the average duration from the 
first symptom was 32 weeks, with 88 weeks as a 
maximum and 9 weeks as a minimum, with a 
tendency to a short course in the younger patients. 
W. HL. Beutric. 


Kénig, F.: Relief of Pressure in Mediastinal Tu- 
mors (Druckentlastende Operation bei Medias 
tinaltumor). Beitr. s. klin. Chir., 1914, xciv, 538 


By Surg., Gynec. & Obst. 


In 1912 Sauerbruch reported four cases operated 
on for relief of pressure symptoms due to mediastinal 
tumor. A transverse mediastinotomy was used 
and an attempt made to remove the tumor. The 
results were neither curative nor permanent. 
KGnig recommended a method first employed by 
Milton in 1807 of splitting the sternum longitudinal 
ly for its entire length. In addition to this in the 
case operated on he inserted a wedge-shaped piece 
of ivory which separated the two portions of the 
sternum for ¢.5 centimeters. The cyonosis, dysp 
nova, and other pressure-symptoms were promptly 
relieved. Post-operative X-ray exposures 
given. The patient died shortly after. 

I. P. ZEISLER. 


were 


Fischl, R.: Experimental Study of the Action of 
Thymus Extract (Experimeniclle Untersuchunge: 
aur Analyse der Thymus-extraktwirkung). Jahr! 
f. Kindcrh., 1914, Ixxix, 385 

By Zentralbl. f. d. 


3 503. 
ges. Chir. u. i. Grenzgeb 


The author performed numerous experiments on 
rabbits, giving intravenous injections of extracts of 
the thymus of calves, lambs, and pigs, as well as 
extracts of other organs. He denies that extract of 
thymus has any specific effect, and says that the 
efiect is the same as that of the injection of extracts 
of various other organs, such as lung and lymph 
glands. The effect in all cases is a fall in blood- 
pressure and disturbances in pulse and respiration. 
The death of the animals results from paralysis of 
the heart caused by coagulation of blood in its 
cavities. It is due neither to asphyxiation nor to 
toxic influences, as is shown by the inconstancy of 
ecchymoses on the surface of the lungs and the lack 
of changes in the adrenals. The condition of the 
pulse and respiration in the use of extracts of a non- 
specific nature, to which that of the thymus belongs, 
indicates that the effect is due to the coagulation of 
blood during life. The terminal convulsions are 
probably due to anaemia. 

Conclusions made by previous observers with 
reference to a post-factal function of the thymus 
cannot be confirmed from the experiments, and these 





368 


experiments justify the unconditional rejection of 
the teaching in regard to hyperfunction of the 
thymus. 

The author gives a critical review of the literature 
of the subject. Thymus extracts prepared in differ- 
ent ways show an absolute lack of effect in about 50 
per cent of the cases, and this cannot be explained by 
the method of preparation or in any other way. 
Such ineffective extracts do not influence blood 
coagulation in vitro, while effective extracts over- 
come even a strong hirudin action. In animal 
experiments the blood coagulation in the heart and 
vessels resulting from thymus extract can be over- 
come or very much weakened by previously treating 
the animals with hirudin. On the other hand the 
blood can be coagulated by relatively small doses 
of extract when the maximum possible amount of 
blood is withdrawn from the animals and replaced 
by Ringer’s solution. It is also noteworthy that the 
reaction of different animals to the same extract is 
different, and that the effectiveness of the thymus 
extract, which does not appear to be united with the 
cells, is not markedly influenced by cooking, but is 
inhibited by filtration. Section of the vagi does not 
influence the effect; paralysis of the ends of the vagi 
by atropin does not produce a constant effect. By 
repeated application of small doses at short inter- 
vals animals may be rendered so insensitive to the 
effect of thymus that multiples of ordinarily fatal 
doses can be borne without any symptoms; on the 
other hand, repeated infusions at longer intervals 
lead to the development of anaphylactic symptoms. 

SALLE. 


Morgan, H. J., and Dachtler, H. W.: Thymic 


Asthma Successfully Treated by X-Rays. 
Surg., Gynec. & Obst., 1914, xix, 781. 
By Surg., Gynec. & Obst. 

The first case, an infant aged 20 weeks, had a 
history of colds and snuffles; recently had two 
suffocative attacks, dyspnoea, and cyanosis; never 
complete absence of symptoms. Hypertrophied 
thymus was diagnosed by percussion, and later by 
X-rays. In the absence of adenoids, enlarged 
bronchial glands, and other causes of laryngeal 
stenosis, a diagnosis of thymic asthma was made. 
Six exposures were made to X-rays at a distance of 
twelve inches through a leather filter at intervals 
of two, one, one, six and ten days respectively. At 
the first three and the fifth treatments, one Holz- 
knecht unit was given, fourth treatment one-half 
unit, and last treatment one-quarter unit. There 
was improvement in all the symptoms after the 
third treatment and a complete cessation after the 
sixth treatment. 

A réntgenogram taken three weeks after the 
treatment was begun shows a normal thymus. 
During treatments complete aphonia occurred 
lasting twenty-three days; there was a loss of weight 
of five ounces. 

Blood examination showed a reduction in the 
white cells from 15,000 to 7,000, and in eosinophiles, 
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from 4 per cent to 2.5 per cent. There has been 
no recurrence of symptoms in four months. 

The second case, aged 18 months, had at four 
months of age had dyspnoea, cyanosis, and at four- 
teen months had suffocative attacks. The child 
was always cyanosed. The attacks were brought 
on by exposure and handling. 

Hypertrophied thymus was diagnosed by per- 
cussion and verified by X-rays, and after exclusion 
of other causes of laryngeal stenosis, a diagnosis of 
thymic asthma was made. 

The treatment consisted of four exposures to 
X-rays, at a distance of twelve inches, through a 
leather filter at intervals of two, three, and four 
days respectively: the first three treatments one 
Holzknecht unit was given, the last treatment 
one-half unit. 

Improvement in all symptoms was noted after 
the third treatment, and completely disappeared 
after the fourth treatment. 

A réntgenogram taken three months later shows 
anormal thymus. There has been no recurrence of 
symptoms. 


TRACHEA AND LUNGS 


Paunz, M.: Rupture of Tuberculous Tracheo- 
bronchial Glands into the Air-Passages in 
Childhood (Uber den Durchbruch tuberkuléser 
Tracheobronchialdriisen in die Luftwege bei Kin- 
dern). Jahrb. f. Kinderh., 1914, 1xxx, 386. 

By Surg., Gynec. & Obst. 


Paunz reiterates that tuberculosis in children is 
most frequently localized in the tracheobronchial 
lymph-glands. It is almost always secondary to 
primary infection in the lungs. Sometimes the 
foci in the lungs are so small that they are over- 
looked, but they are there nevertheless in the great 
majority of cases, showing that the infection takes 
place by inhalation. He discusses the cases of 
rupture of tuberculous glands into the trachea and 
bronchi that have been reported in the literature, 
including 4 of his own previously published, and 
describes in detail 4 additional cases of his. 

The symptoms of pressure in the air-passages are 
cough and difficulty in breathing. After rupture 
takes place there are attacks of suffocation. There 
may also be unilateral dilatation of the veins of the 
neck and slight oedema of the face from the pressure. 
In addition to the ordinary clinical examination for 
tuberculosis, réntgen examination of the glands 
should be made. Another important aid in diag- 
nosis is direct tracheobronchoscopy, but in chil- 
dren it is preferable to use this only as an introduc- 
tion to treatment. 

The treatment in mild degrees of compression 
may be only the usual treatment of tuberculosis; 
sea air and heliotherapy are valuable adjuvants. 
Severer degrees of compression should be carefully 
watched on account of danger of rupture. After 
rupture has taken place tracheotomy should be 
performed at once, followed by tracheobronchoscopy 
from below. 
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The caseous gland should be treated as a foreign 
body. The rupture at first is generally only a small 
one, so there is abundant time for operative treat- 
ment before suffocation is fatal or even dangerous. 
Among to patients treated in this way 7 recovered 
and 3 died. The discharge of the gland through 
perforation is often the last act in the spontaneous 
healing of tuberculosis, which is not at all unusual 
in children over two years of age, increasing with 
advancing age. Therefore the prognosis is not bad. 
Only 2 of the 10 children showed signs of pulmonary 
tuberculosis later. If all cases of glandular tuber- 
culosis were carefully followed the prognosis could 
be improved. A. Goss. 


PHARYNX AND GSOPHAGUS 


Franscolla, W. A.: Diverticula of the @sophagus; 
the Treatment of Cicatricial Stenosis of the 
Csophagus. Chironian, 1914, xxxi, 110. 

By Surg., Gynec. & Obst. 
The author discusses the treatment of stenosis, 
the chief symptoms of which consist of dysphagia. 

The treatment may be divided into medical and 

surgical. Medical treatment consists of feeding 
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with concentrated liquid foods. Water must be 
given per rectum especially in the cases of complete 
stenosis. Rectal feeding may be resorted to. To 
ease the pain and facilitate deglutition, opium and 
belladonna in glycerine may be given before feeding. 
Thiosinamine may be used as an auxiliary to the 
treatment of dilatation, as the drug has a softening 
action on the scar tissue. 

The author’s surgical treatment consists of blood- 
less and operative dilatation. If the passage of 
sounds or filiform bougies is unsuccessful and the 
patient is becoming rapidly emaciated, a gastros- 
tomy should be done. Soncin’s and Mikulicz’s modi- 
fied method of Haeckner can be employed. This in 
brief consists of swallowing a silk cord which is 
fished out of the gastrostomy and used as a tractor 
to pull through graduated drains. Abbe uses a silk 
string to saw through the stricture which is held 
tense by a conical bougie. Ochsner uses a silk string 
by which he draws a rubber tube through the gas- 
trostomy opening, doubled into the stricture. 
Franks uses electroylsis with success. In internal 
cesophagotomy death often results from hamor- 
rhage; external cesophagotomy is nearly always 
fatal. EUGENE Cary. 
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ABDOMINAL WALL AND PERITONEUM 


Fobes, J. H.: Plan and Scope of the Lumbar In- 
cision. WN. Eng. M. Gaz., 1914, xlix, 638. 
By Surg., Gynec. & Obst. 
The author states that a satisfactory extirpation 
of the appendix and of the gall-bladder can be 
carried out through the ordinary lumbar incision 
made as a rule for kidney operations. He states 
that the advantages of the lumbar incision are: 
(1) Hernia and many other complications of the 
anterior incision are practically unknown through 
the lumbar incision. (2) Through the lumbar in- 
cision it is not only possible, but reasonably easy, 
to perform satisfactory operations, not only upon 
the kidney, but also upon the appendix and gall- 
bladder. (3) It is much better to clear up the path- 
ology of the case through one incision than to make 
two incisions or to operate in two or three stages to 
obtain the same result. V. D. LEsprNnassE. 


Lewis, E. G.: Pseudomyxoma of the Peritoneum. 
Surg., Gynec. & Obst., 1914, xix, 757. 
By Surg., Gynec. & Obst. 


Lewis reports a case of peritoneal pseudomyxoma 
which followed 22 years after the removal of bi- 


lateral ovarian cystic tumors. At autopsy beside 
an ascites, the omentum, the parietal peritoneum, 
and the peritoneal coverings of the abdominal 
viscera were extensively studded with implantation 
tumor metastases which consisted of masses of small 
cysts separated by a relatively scanty stroma. 


These cysts contained clear gelatinous material. 


-Microscopically, they were lined by a single layer 


of cuboidal, flattened, or cylindrical epithelium, 
were separated by a fibrous stroma, and contained 
homogeneous material staining with hematoxylin. 

At an exploratory operation three months before 
death a considerable amount of ascitic fluid was 
removed which was examined chemically. This 
showed a considerable amount of albumin and 
globulin, but no mucin. After removing coagulable 
protein from the fluid, pseudomucin was readily 
demonstrated by Hammarsten’s method as follows: 
After evaporation to small volume, five volumes of 
absolute alcohol were added and the resulting 
white precipitate filtered off and redissolved in 
distilled water. This was then hydrolyzed with 
HCl, and after neutralization gave a well-marked 
reduction of Fehling’s solution. 

Since no cases of pseudomyxoma of the perito- 
neum have been diagnosed prior to operation, such 
a test for pseudomucin in the ascitic fluid of cases 
with obscure ascites, especially when a_ pelvic 
tumor is suspected or when there is a history of a 
previous pelvic operation, would be of value. 


Drehman: Pancreatic Peritonitis (Die Peritonitis 
pancreatica). Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of experiment and study the author 

comes to the conclustion that the necrosis of fatty 

tissue that appears in acute pancreatitis is accom- 

panied by a peritonitis. This peritonitis is at first 
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aseptic in nature, [but in its further course may 
become septic. It is distinguished from the or- 
dinary septic peritonitis by its lack of tendency to 
extend and by its relatively benign character. It 
should therefore have a special name — pancreatic 
peritonitis. It appears in two forms, an adhesive 
peritonitis or an exudative peritonitis with a hemor- 
rhagic exudate. The latter form has a worse prog- 
nosis. The peritonitis is caused by the fat necrosis, 
which is spread through the blood and lymph chan- 
nels. The hemorrhagic exudate in the abdominal 
cavity therefore only transmits the pancreatic fer- 
ment in exceptional cases. The symptoms of ileus 
that appear in acute pancreatitis are to be attributed 
to the pancreatic peritonitis. Laparotomy under 
these circumstances can only indirectly influence 
the peritonitis by causing a hyperemia in the ab- 
dominal cavity. This hyperemia has a favorable 
effect on the encapsulation of the fatty necrosis; it 
furnishes better nutrition for the peritoneum, there- 
fore recovery from the peritonitis may be hoped for. 

Kwrrner of Breslau, from his experience, gives 
a warning against using the pancreas to cover the 
duodenal stump. He believes the mortality is 
doubled by such a procedure. He has seen death 
from fat necrosis, hemorrhagic peritonitis, and 
sudden death without anatomical findings result 
from the use of this method. 

BERTELSMANN Of Kassel says that the retroperi- 
toneal space in which the pancreas lies must be 
incised. 


KOrtE of Berlin has generally seen the exudative - 


form of acute pancreatitis with a more or less bloody 
tint to the exudate. He has operated on 5 cases 
in the early stage and 4 of these cases recovered. 
In his last case there was a retroperitoneal phlegmon 
on the right side, and bile in the abdominal cavity, 
although no rupture could be demonstrated. Re- 
covery followed extensive suppuration. 

Fatty necrosis in the omentum is important only 
in the diagnosis; in treatment it can be left to itself. 
The pancreas must be laid bare and operated upon 
directly. KATZENSTEIN. 


McLean, J. B.: The Surgical Treatment of Diffuse 
General Peritonitis. \/. J. Ausiral., 1914, i, 439. 
By Surg., Gynec. & Obst. 
Since the adoption of the technique of the methods 
of Murphy in the treatment of this condition, the 
mortality in the Brisbane Hospital has been largely 
reduced, and it is only rarely that a case is lost. The 
essentials of the technique are as follows: 
1. Rapid elimination of the cause with the least 
possible handling of viscera. 
2. Tubular drainage of the lowest portion of the 
pelvis and free drainage through the incision. 
3. Elimination of all time-consuming procedures. 
4. Fowler’s position after operation. 
5. Salt solution per rectum. 
6. Nothing by mouth in order to prevent peri- 
stalsis. Opium only if necessary. 
The treatment adopted by the author varies 
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somewhat from the above. The focus of infection, 
such as a ruptured bowel or gangrenous appendix, 
should be removed, but no attempt should be made 
to mop out the contents of the abdominal cavity. A 
tubular rubber drain with a wick inside and a gauze 
drain alongside is inserted down to the bottom of the 
pelvis through alow incision. The usual appendiceal 
incision will meet the case, while a small drain is 
also placed at the focus of the trouble if the latter 
is not in the line of drainage. Ordinarily the opera- 
tion does not take over 20 minutes and afterward the 
patient is placed in Fowler’s position. Enemata 
are given on the second or third day; purgatives 
are avoided until the danger of peritonitis has 
passed. Saline solution is not used, the claims that it 
helps to increase the secretion of urine and reverses 
the current in the lymphatics of the peritoneum 
being difficult to understand. It will not always 
work satisfactorily; the patient is always uncom- 
fortable and does just as well without it. 

Fowler’s position permits the septic abdominal 
contents to gravitate to the area where the drainage 
tubes will act freely, and has the great additional 
advantage of largely freeing the patient from nausea 
and vomiting. Asa rule the bed can be lowered on 
the third or fourth day and the patient kept in the 
sitting position for a few days. E. K. ArMsTRonG. 


Fowler, R. H.: Diaphragmatic Hernia. Am. J. 
Surg., 1914, Xxvili, 469. By Surg., Gynec. & Obst. 
The case report and autopsy findings in a case 
of diaphragmatic hernia in a male patient, age 53, 
are here given by Fowler. The patient entered 
the hospital on the fourth day of his illness. On 
account of deafness and mental defectiveness a 
history of his illness was unobtainable. A sudden 
acute pain in the abdomen, becoming more intense 
with time, no bowel movement for four days, 
vomiting several times daily since the onset of his 
illness, and a slight rise of temperature, were his 
chief symptoms. The abdomen was distended 
and tympanitic. There was no special point of 
tenderness over the abdomen. The liver and spleen 
were not palpable. With the aid of enemata the 
patient was able to pass some flatus and faces. 
The patient entered the hospital on the tenth day 
of October and died on the fifteenth day of the same 
month, during which time he vomited daily, suf- 
fered pain, and had distention of the abdomen. 
The urine examination was negative. There was 
a slight leucocytosis. 

The autopsy findings were as follows: right-sided 
hernia of the transverse colon and omentum through 
the diaphragm at the site of Larrey’s space; diffuse 
peritonitis of the lower abdomen; multiple perfora- 
tions of the sigmoid; gangrene of the small intestines; 
ulcer of the cecum; plastic peritonitis in the upper 
abdomen; adhesive pleuritis; chronic pulmonary 
cedema; chronic myocarditis; chronic parenchyma- 
tous nephrits; prostatic calculi; chronic endocarditis 
of the aortic valve; aortitis; bilateral corneal opacity; 
and external hemorrhoids. E. C. RopitsHEK. 
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Henson, J. W.: A Proposed Addition to the Tech- 
nique in the Radical Operation for Median 
Ventral Hernia Where the Tension on the 
Sutures Would be Excessive. Jnternat. J. Surg., 
1914, XXvii, 413. By Surg., Gynec. & Obst. 

The author makes a series of incisions, each an 
inch or an inch and one-half long, directed outward 
and upward obliquely across the fibers of the apo- 
neurosis of the external oblique just outside of the 
rectus muscle. 

The intervals between the incisions should be such 
that the outer end of each incision will cut fibers 
just beyond the reach of the inner end of the one 
just below it in the series. 

After closure of the hernial opening, each incision 
will be shorter and will gape a little, but the edges 
can easily be brought together by sutures. After 
healing there seems to be no weakness of the wall at 
this point. HENRY J. VAN DEN BERG. 


GASTRO-INTESTINAL TRACT 


Matas, R.: Hair-Balls in the Gastro-Intestinal 
Tract; Report of a Case with Special Reference 
to the Pre-Operative and X-Ray Diagnosis. 
Tr. South. Surg. & Gynec. Ass., Asheville, 1914, Dec. 

By Surg., Gynec. & Obst. 

Matas exhibited a large hair-ball (trichobezoar), 
removed successfully at the Touro Infirmary in May, 
1914, from the stomach of a young white woman, 
aged nineteen years, who, as a child, had acquired 
the hair-eating habit while suffering from uncinaria- 
sis. On June 10, 1914, the patient was discharged 
from the hospital completely recovered after opera- 
tion. 

The mass weighed two pounds, three-fourths 
ounce, or approximately 967 grams. It was 
shaped like an inverted gourd, and was molded to 
the contour of the stomach. In the dry state it 
measured 18 inches, or 26 cms., in its broadest 
circumference; 8.25 inches, or 20 cms., around its 
middle portion, and 8.125 inches, or 17 cms., in its 
narrowest circumference. The widest part filled 
the fundus of the stomach and the narrowest filled 
the pylorus and duodenum. 

It consisted of a mass of matted black hair which, 
when dry, was felted, and gave the appearance of the 
hair of a wild animal. Mixed with the hair were 
particles of earth and vegetable food stuffs, which 
had gravitated to the center of the mass and were 
held in the tangle by mucoid and other organic 
matter. The mass not only filled the stom *ch in its 
entirety, but was gripped tightly by its walls in 
many places. An incision 6.5 inches along the 
anterior surface of the organ was required to permit 
its extraction. When removed from the stomach, it 
was covered with a thick slimy coat of extreme foul- 
ness. The only space for the passage of food was 
a narrow interspace between the mass and the 
lesser curvature, where fluids and semisolid foods 
could be forced from the cardia to the pylorus. 


After discussing the history, statistics, and 
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clinical peculiarities of the gastric and intestinal 
hair-balls, and the results of surgical operations for 
their removal, which were eminently satisfactory, 
the author dwelt with special emphasis on the X- 
ray and the pre-operative diagnosis of this rare 
condition. The great value of the fluoroscope and 
radiograph in the diagnosis was demonstrated by 
the exhibition of X-ray plates of this case and the 
reports of the few cases in which X-ray studies had 
been made in very recent years for diagnostic 
purposes. 

By following the rules laid down by C. Thurston 
Holland of Liverpool, July 1913 and March, ror4, 
it was comparatively easy to make fluoroscopic 
diagnosis not only of a gastric tumor but of an 
intragastric and detachable mass, which, if molded 
to the shape of the stomach, would practically 
rule out any other condition but a hair-ball. 


Smithies, F.: Gastric Cancer in the Young; a 
Study of Sixteen Instances in Patients Under 
the Age of Thirty-One. J. Am. M. Ass., 1914, 
‘Ixili, 1839. By Surg., Gynec. & Obst. 

Smithies’ article concerns sixteen instances of 
gastric cancer occurring in patients under 31 years 
of age as collected in the study of the records of 
721 pathologically demonstrated cases of cancer of 
the stomach at the Mayo clinic and at Augustana 
Hospital. This is 2.2 per cent of cases in his 
series. In a statistical report by Welch the per- 
centage was 2.8; in 150 cases analyzed by Osler 
and McCrea the proportion was 4 per cent. 

Of the author’s cases 9 were females and 7 males; 
the youngest was 18 years of age, the oldest 30. 
In 2 instances there was a family or blood-relation- 
ship history of cancer. The average duration of 
the disability was 4.2 years. 

In 38 per cent of the cases the appetite was poor; 
all exhibited some degree of constipation, and loss 
of weight was a marked symptom, the loss averag- 
ing from 17 to 35 pounds. Abdominal pain or 
distress was in some degree present in all, although 
in 2 cases of “‘primary cancer’? pain was never 
severe and never definitely localized. Abdominal 
tenderness was also present in all cases. ‘Tumor was 
palpated in 38 per cent of cases. Eructation and 
vomiting were present in all cases. In 62.5 per cent 
of the cases altered blood was found in the stools. 
Retention of food was found in 73 per cent and the 
average total acidity was 59, the free hydrochloric 
acid being absent in but one case, the average being 
26. Lactic acid was demonstrated in 40 per cent 
of cases. 

Abdominal section revealed 5 cases of pyloric 
involvement, 9 of the lesser curvature, 1 of the cardia, 
and t of general carcinosis. EUGENE Cary. 


Case, J. T.: 
noma. 


X-Ray Evidences of Gastric Carci- 
Canad. M. Ass. J., 1914, iv, 1066. 

By Surg., Gynec. & Obst. 

In view of the distrust and even ignorance pre- 

vailing concerning the value of X-ray diagnosis of 
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gastric carcinoma, Case submits a summary of the 
indications and advantages of this method. 

The normal stomach, into which a suspension of 
some opaque salt has been introduced, presents a 
characteristic shadow, subject to certain normal 
indentations, viz.: 

1. The splenic notch, usually present at the upper 
border of the greater curvature, and due to the pres- 
sure of the spleen against the greater curvature, 
whereby one may judge as to the size of the spleen. 

2. The changes in the shape of the stomach 
shadow produced by the peristaltic waves are vary- 
ing but characteristic, and are easily recognized 
under the fluorescent screen or by radiograms. 

3. The pyloric sulcus, the break between the 
shadow of the stomach and the shadow of the first 
portion of the duodenum — variously termed bulbus 
duodeni, duodenal bulb, stomach cap, pilleus ven- 
triculi — is normally about one centimeter in width. 

Excluding these normal indentations, any defect 
in the shadow must be regarded as suspicious of 
malignancy, and its identity should be determined. 
In favorable subjects, the screen study of the 
contour of the gastric silhouette is very satisfactory, 
although even in these cases Case usually makes 
several radiograms as a matter of record. In heavy 
patients, ten or twelve radiograms usually suffice. 
Unsuspected gall- and kidney-stones have been 
discovered in this manner, and in patients too heavy 
for favorable fluoroscopy the serial radiograms have 
made possible the discovery of relatively early 
carcinoma. 

Case refers to the ‘‘symptom-complex”’ of Holz- 
knecht, only to warn against its unreliability. He 
has seen cases fitting perfectly into the symptom- 
complex which at operation proved to be not malig- 
nant, but due to adhesion bands, or to pressure of 
extraventricular masses, or to gall-stones; and some- 
times no pathology at all could be demonstrated. 

Thanks to a routine which requires that all 
patients about to be subjected to laparotomy be 
first submitted to a thorough bismuth meal exam- 
ination of the entire gastro-intestinal tract, Case has 
been able to check, at operation, the X-ray findings 
in hundreds of cases. For instance, in a patient 
operated upon for uterine fibroids, the surgeon, as a 
routine procedure at operation, examines and records 
the condition of the gall-bladder, the pylorus, the 
duodenum, the appendix, the terminal ileum, etc., 
so that the pre-operative X-ray findings, negative or 
positive, even though not directly relating to the 
object of the operation, are corrected and future 
errors minimized. 

The symptom-complex method is unnecessary, 
since serial radiography and, when necessary, cine- 
matography affords us a means of studying intimate- 
ly the contractility of the entire gastric wall, and 
of excluding even very small indurating lesions. 
Case records the statement that up to the present, 
since he has been prepared by equipment and ex- 
perience to make these thorough studies, not a single 
case of carcinoma of the stomach to his knowledge 


has been revealed at operation where previous 
X-ray examination had failed to show an organic 
lesion. There are cases, particularly the early cases, 
where, from the X-ray examination alone, it can 
only be determined that there is a mass. The 
possibility of syphilitic and sarcomatous lesions or 
a tuberculous mass being present must also be con- 
sidered. A careful study of the gastric silhouette by 
means of the fluoroscope and a sevies of radiograms, 
should permit a positive or negative opinion to be 
formed as to the presence of a filling defect. 

The filling defect may be characteristically irregu- 
lar or otherwise definitely suggestive of carcinoma 
without the corroboration of clinical findings, but as 
a routine procedure all the evidences of clinical 
research should be added to the X-ray findings. 

The gross filling defect produced by a tumor of 
the lower half of the stomach on the greater or lesser 
curvature is usually obvious. Characteristics are: 

1. Permanence. The filling defect is of the same 
size, location, shape, and outline at various observa- 
tions. 

2. The filling defect usually coincides with a 
point of tenderness on pressure. Absence of pain- 
point does not lessen the importance of a filling 
defect. 

3. Screen examinations and serial plates show 
that peristaltic waves fade out as they reach the 
defect and, if the defect is not too near the pylorus, 
reappear beyond it. An inflammatory mass about 
an ulcer may give this sign. 

4. With a lesion near the pylorus, even without 
direct stenosis, antiperistaltic waves may be seen; 
these are pathognomonic of organic lesion, not 
necessarily malignant, but, with a filling defect, 
very suggestive. 

5. Unless actual obstruction exists, there is 
usually an early clearance of stomach contents in a 
manner characteristic of achylia. 

Case emphasizes the importance of complete 
gastro-intestinal examination in every case of sus- 
pected gastric malignancy, to rule out extension and 
metastasis. 

In differentiation between benign and malignant 
pyloric stenosis Case finds a position with the patient 
lying on the right side, the tube behind, and the 
plate or screen against the abdomen, of value. 

In spite of the assurance often warranted in 
negative diagnosis of gastric malignancy, it is 
striking that radiologists rarely diagnose early 
carcinoma of the stomach. It is rare indeed that 
truly early carcinoma is seen at operation. In hun- 
dreds of cases operated upon, not more than a dozen 
of the gastric malignancies could be considered as 
early. The morbid sensations produced by gastric 
malignancy are of such an indefinite nature that the 
patients seek medical aid only when it is too late 
for early diagnosis. 

The author suggests that the X-ray test be made 
a routine procedure in examining every case pre- 
senting gastro-intestinal symptoms, 

Davip R. BowEN. 
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Holding, A. F.: The Réntgenologic Method of 
Differentiating Between Ulcer and Cancer of 
the Stomach and Duodenum. Am. J. M. Sc., 
1914, cxlviii, 866. By Surg., Gynec. & Obst. 

The author gives a review of the literature and 
has constructed a very full and descriptive table to 
differentiate ulcer from cancer. He lays stress on 
the fact that to make a réntgenologic diagnosis of 
a gastric lesion that is in any way accurate a large 
number of pictures must be taken (serial réntgenog- 
raphy), which, of course, means added expense to 
the patient. His conclusions are as follows: 

1. The réntgen method is the most accurate and 
at the same time the most expensive single method 
of diagnosing gastro-intestinal lesions. It is also 
the safest and most valuable to the patient. 

2. A pre-operative réntgen examination in ab- 
dominal cases (1) will save many a patient from 
the shock of an exploratory operation; (2) should 
shorten the time duration of the operation; (3) 
should improve surgical statistics. 

3. An exploratory operation for diagnosis is 
usually evidence of inadequate réntgen methods. 

4. A post-operative réntgen examination of 
abdominal cases will lead to important modifications 
in the technique of such operations, just as post- 
treatment réntgen examination of fractures has 
modified general surgical measures. 

5. Schmieden states: “A scientific diagnostician 
will not diagnose gastric lesions on réntgen-ray 
examinations alone, nor should he diagnose impor- 
tant gastric lesions without using the réntgen rays.” 

Lucian H. LAnpry. 


Wilson, L. B., and McDowell, [. E.: A Further 
Report of the Pathologic Evidence of the 
Relationship of Gastric Ulcer and Gastric 
Carcinoma. Jim. J. JAZ. Sc., 1914, exlviil, 700. 

By Surg., Gynec. & Obst. 

The authors report 445 pathological specimens of 
gastric carcinoma received in the Mayo laboratory 
during the past nine years; 46 of these were removed 
at autopsy; 399 were dissected by the surgeon. 

The latter were classified into four groups: 

1. Ulcer with cancer questionable. 

2. Ulcer with beginning cancer. 

3. Ulcer with advanced cancer. 

4. Cancer throughout the lesion. 

1. The significance of this group, comprised of 19 
cases, is that four have died of carcinoma. 

2. Of 41 cases, 18 have died of carcinoma, 6 in 
less than 30 days: the remaining 12 lived an average 
period of twenty-eight months after operation. 

3. Of 94 cases, 58 have died, 18 in less than 30 
days; the remaining 40 died an average period of 14 
months after operation. 

4. Of 97 cases, 78 have died; 38 in less than 30 
days after operation; the remaining 44 died on an 
average of 14 months after operation. 

The clinical and pathologic data in relation to the 
development of gastric cancer or gastric ulcer are 
in close agreement: (1) with regard to the average 
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age at operation; (2) with regard to the average 
period of previous history suggestive of ulcer; and (3) 
with regard to the average number of months of 
acute history. Such an agreement of data from two 
independent studies of this series of cases is not 
accidental. 

From a careful study of the clinical and pathologic 
evidence of this series of cases it seems probable that 
gastric cancer rarely develops except at the ‘site of a 
previous ulcerative lesion of the mucosa. 

HENRY J. VAN DEN Berg. 


Kiittner, H.: Surgery of the Stomach Based on 
One Thousand One Hundred Cases Treated 
in Seven Years (Zur Chirurgie des Magens auf 
Grund von 1,100 in 7 Jahren behandelten Fiillen). 
Arch. f. klin. Chir., 1914, ev, 780. 

By Surg., Gynec. & Obst. 

Kiittner states that 10 per cent of all his surgical 
work at Breslau in the last seven years has been on 
the stomach. Ina total of 1,100 stomach cases t wo 
thirds were malignant and only 20 per cent of these 
were operable. The proportion of operable cases 
was lowest in patients who came from private 
practice. One woman had been in the hospital for 
a year on account of multiple cysts in the upper 
third of the femur, first on one side and then on 
the other. Autopsy showed that the cysts were 
metastases from a gastric cancer which had been 
entirely unsuspected, although the woman had been 
under supervision during all that time. 

Malignant disease of the stomach at a distance 
from the pylorus causes achylia and mechanical 
conditions like those artificially induced by a gastro- 
enterostomy. This explains why cancer of this 
kind can exist so long without attracting attention. 
In 15 per cent of Kiittner’s cancer cases there had 
been preceding stomach trouble, but whether gas- 
tritis, ulcer, or achylia is not known. In one case 
both a cancer and an ulcer were found in the stom- 
ach, and, in another, five or more separate cancers. 

The operable cases generally had a longer history 
of disturbances than the inoperable ones. Ré6nt- 
genoscopy was usually disappointing except when 
it revealed inoperable conditions. ‘The Gluezinski 
method of differentiation proved reliable. The later 
the pain develops after cating, the nearer the 
pylorus the lesion is found. 

The author resects only, when cancer cannot be 
excluded with absolute certainty; that is to say, he 
performs resection in every case of tumor-forming 
callous ulcer, as he is convinced that this ulcer is in 
reality of cancerous nature. The fear of trans- 
formation of other forms of gastric ulcer into cancer 
is not borne out by his experience; later in his 120 
cases, there were only two in which cancer developed 
and the ulcer was of the callous type. After- 
hemorrhage from an ulcer treated by gastro-enteros- 
tomy was responsible for the death of one patient, 
and also for that of another treated by resection. 
Perforation did not occur after gastro-enterostomy 
in any instance and the ultimate outcome was a 
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complete cure of all disturbances in 65 per cent and 
essential improvement in 20 per cent. The results 


when the pylorus was excluded were no better than 
with gastro-enterostomy alone. 


A. Goss. 


Mayo, W. J.: The Radical Operation for Cancer of 
the Pyloric End of the Stomach. Surg., Gynec. 
& Obst., 1914, xix, 683. By Surg., Gynec. & Obst. 


The most important reason for the apathetic 
attitude of the profession in regard to the cure of 
cancer of the stomach has been the impossibility 
of making a diagnosis sufficiently early for the 
performance of a radical operation with a reasonable 
operative mortality and a fair prospect of cure. 
Exploratory incisions, which up to within the past 
year were chiefly relied upon, are fortunately no 
longer required in anything like the percentage of 
cases in which they were formerly necessary. The 
history of the patient, the radiographic and physical 
findings, and the use of the stomach tube today 
give a reasonable prospect of a correct early diag- 
nosis. The laboratory test, so long depended on 
and which proved so fallacious a guide, has been 
justly relegated to a minor position, but it is of some 
value and should not be discarded. 

These patients are usually poor risks; the opera- 
tion is one which makes large demands on their 
resistance, and the margin between recovery and 
death is at best a narrow one; therefore, every effort 
should be made to improve the operative technique. 

In the Mayo clinic in the last 15 years a number 
of the two-stage operations for cancer of the 
stomach have been made, and of these not one 
patient died as a result of the resection. Standing 
alone, this would seem to be a strong if not an 
absolute indication for the two-stage operation, but. 
an examination of the facts concerning these cases 
leaves the indications less clear, since the cases were 
in a sense selected from a number of patients on 
whom a primary resection could have been made, 
and who were subjected to a gastro-enterostomy 
with the intention of following this procedure by a 
resection, but who for one reason or another never 
came to the radical operation. A few who were in 
a most serious condition died following the gastro- 
enterostomy. They would of course have died if 
a primary resection had been made instead of a 
gastro-enterostomy, but the resection received 
the benefit so far as mortality statistics are con- 
cerned. Some of the patients, especially those with 
large ulcerating cancerous masses, did not sufficient- 
ly improve after gastro-enterostomy to enable them 
to submit to a second operation, again bettering 
the statistics of resection by the elimination. 
Following the gastro-enterostomy, a delay occasion- 
ally occurred before the second operation, as a 
result of various causes, which resulted in the 
vascularization of the adhesions which so often 
formed following the first operation and which 
became infected with carcinomatous cells. 

Grafting in carcinoma of the stomach is exceed- 
ingly common, especially grafting to the peritoneum, 
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and the necessary handling of the growth, irritation 
of the peritoneum, and the injury inflicted by the 
performance of the gastro-enterostomy itself are 
all matters of importance in this connection. 

The mortality depends more upon the cases which 
will be accepted for operation than upon any other 
factor. Some years the Mayo clinic has had mor- 
talities following partial gastrectomies as low as 
6 per cent; in other years, with an increasing 
experience and improved technique, a mortality 
of twice that or even more, due to the class of cases 
which were accepted for operation and which would 
previously have been subjected, if operated on at 
all, to a palliative gastro-enterostomy. 

It was with much interest, therefore, that the 
author investigated the method of Polya in which, 
after the excision is made, the end of the stomach 
is directly applied to the side of the jejunum, about 
6 to 12 inches from its origin. This operation has 
some obvious advantages. It saves the time which 
is consumed in closing the end of the stomach, and 
in cases in which only a small pouch of the stomach 
is left is very much easier than performing an inde- 
pendent gastro-enterostomy. The Mayo clinic 
made a number of resections with this type of re- 
union with satisfaction, and the author predicts 
for this procedure a large field of usefulness if it 
does not become the method of choice. 


Lippman, C. W.: The Duodenum: a Réntgeno- 
graphic Study. Surg., Gynec. & Obst., 1914, xix, 
724. By Surg., Gynec. & Obst. 

Lippman introduces a new method of demon- 
strating the whole duodenum by blocking off the 
organ at the duodenojejunal flexure either with 
the hand or with a wooden spoon (Holzknecht). 

Surprisingly moderate pressure is necessary. The 

actual filling is done either by effleurage from the 

stomach, or for experimental purposes, with a 

modification of the Gross duodenal tube. The 

author divides the duodenum into four parts: bul- 
bus, pars inferior, pars media, and pars superior. 

The bulbus is demonstrable by ordinary fluoro- 

scopic methods in persons weighing under 180 

pounds, but for observation of the remainder of the 

duodenum, this method with effleurage is quickest 
and most convenient. The movability of the 

‘fixed’? duodenum—of the duodenum as a whole— 

is emphasized. It moves to a small extent with 

breathing and more markedly with retraction of the 
belly wall. The author’s idea of the cause of this 
movability is expressed as follows: The peritoneum 
is applied to the internal body wall like the fabric 
of a man’s vest to the external body wall. A 
watch chain might represent the stomach fixed to 
the wall in two places, movable either with the 
fabric when the vest as a whole moves, or inde- 
pendent of the fabric by pushing up the center of 
the chain. The duodenum might be considered as 

a braid sewed upon the fabric and moving only 

with movements of the vest itself. The diaphragm 

and the liver together probably serve to tense the 
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peritoneum and thus pull up all the abdominal 
organs, especially with forced expiration and con- 
comitant retraction of the belly wall. 

The duodenum is ordinarily seen as a C-shaped 
sausage-like tube with a smooth-walled pars supe- 
rior and a pars media and pars inferior marked by 
their Kerkringian folds. The author shows a duo- 
denal variant. The peristalsis in the normal duo- 
denum starts just beyond the bulbus, the time of a 
complete peristole varying in the individual case 
from 5.5 to 7.5 seconds. The injection of 0.5 per 
cent hydrochloride is not an excitant of duodenal 
peristalsis. 

The advantages claimed for these methods 
of filling the duodenum, with clamping off of the 
duodenojejunal flexure, are: (1) more complete 
filling of the duodenum with the exception of the 
bulbus, (2) observation of the peristalsis and the 
mobility of the duodenum fluoroscopically, (3) more 
exact determination of the location of the tender- 
points, (4) observation of niches and defects in the 
duodenal picture, (5) diagnosis and differentiation 
of duodenal adhesions or variants, (6) dislocation 
due to extraneous causes; e.g., pancreatic tumor. 

Lippman believes that the ordinary examination 
in different positions of the body, the observation 
of Cole’s duodenal defects fluoroscopically with the 
aid of the Bucky effect and effleurage with com- 
pression at the duodenojejunal flexure are the most 
practical methods for rendering duodenal diagnosis 
more perfect. The duodenal tube method of filling 
is only necessary in rare cases and was originally 
used for the sake of anatomical exactness. 


Vance, J.: Intussusception in Children. NV. Vex. 
M.J., 1914, xiii, 45. By Surg., Gynec. & Obst. 


In one case the intus- 


Seven cases are reported. 
susception occurred in an inguinal hernia which 


contained the incarcerated bowel. This child 
made an easy recovery. The condition was probably 
produced by the use of castor oil. In three cases 
the diagnoses were made early and the patients 
immediately operated upon. All recovered. The 
other four cases died, in all of which the diagnosis 
was made late or the parents refused operation 
when it was first advised. 

The following conclusions are reached by the 
author: 

The tender age of infancy, per se, is not a barrier 
to abdominal section. 

Reduction of the intussusception by laparotomy, 
in competent hands, gives better results at all ages 
than any other methods. 

When the physician is familiar with the condition, 
the diagnosis can and should be made, with rare 
exceptions, within 17 hours of the onset. 

When operation is performed within 17 hours of 
the onset the general mortality will not be over 10 
per cent. When operated on by the best surgeons, 
the mortality will not be over 5 per cent with the 
same early diagnosis. No resections will be required 
in this class. 
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Late diagnosis and operation mean many resec- 
tions and high mortality. 

On account of its comparative rarity, intussus- 
ception, although clearly marked and easy of diag- 
nosis, is more frequently overlooked and mis- 
managed than any other serious affection occurring 
within the abdomen. Epwarp L. Cornett. 


Wilkie, D. P. D.: Acute Appendicitis and Acute 
Appendicular Obstruction. Brit. M. J., 1914, 
ii, 959. By Surg., Gynec. & Obst. 

The author offers a contribution in regard to the 
pathology of the early stages of acute appendicular 
trouble. Wilkie says that primary inflammation 
and primary obstruction of the appendix are clinical 
entities and as such should be differentiated. This 
was not possible years ago when it was customary 
for surgeons to have to deal with secondary effects 
of acute appendicular trouble. In acute appendic- 
ular obstruction there is sudden onset; pain may be 
constant or intermittent; vomiting is usual; tender- 
ness over the appendix is present in greater or less 
degree. Here pulse and temperature are not de- 
pendable, but as a rule there is no appreciable 
increase in either. The bowels may act. The causes 
of this obstruction may be either fibrous stenosis 
of the appendix or acute kinking by a band or fold. 
Experiments were carried on, the ileum of the cat 
being used. A loop was formed by severing with 
the cautery the ileum 5 inches from the ileocecal 
valve and invaginating this end of the loop. This 
was again cut one inch from the ileocecal valve, 
invaginating this. The cut end of the ileum was 
then anastomosed to the cecum. Observation 
showed that (1) the loop was empty except for 
mucus and bacteria; (2) it was filled with cecal 
content—animal on carbohydrate diet; (3) it was 
filled with cecal content—animal on rich protein 
diet; (4) it was filled with emulsion of bacteria 
grown from cecal content. In the first group the 
animal may live; in the second the result is more 
serious but not especially rapid; but in the third a 
violent reaction ensues and the animal is usually 
dead in 20 hours; in the fourth, no violent reaction 
is seen, and if the animal be killed in 48 hours the 
loop presents an almost normal appearance. 

Wilkie’s conclusions are as follows: 

1. Two acute pathological processes are met 
with in the vermiform appendix: acute appendicitis 
and acute appendicular obstruction. 

2. Clinically acute appendicitis is distinguished 
by the signs of inflammation, there being from the 
onset a rise in pulse and temperature. Acute 
appendicular obstruction gives rise to vomiting, 
colicky pain, and abdominal tenderness, but at the 
outset to no appreciable rise in pulse or temperature. 

3. The changes occurring in an appendix the 
lumen of which is completely obstructed depend 
on the presence or absence of fecal matter within 
its lumen. 

4. In experimental obstruction in an artificial 
appendix the changes vary greatly according to 
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the nature of the diet of the animal previous to 
experiment, rich protein diet being associated with 
much more rapidly destructive changes than carbo- 
hydrate. 

5. Undigested protein, putrefactive bacteria, 
and an alkaline reaction together produce rapid 
gangrene in the walls of the obstructed organ. 

6. The prevalence of the severer forms of acute 
appendicular disease in western as contrasted with 
eastern people is probably to be explained by the 
animal diet indulged in by the former. 

7. On the same lines may be explained the 
increasing frequency of such disease in large indus- 
trial areas and its relative frequency in the male 
sex. M. S. HENDERSON. 


Gant, S. G.: Surgical Myxorrhoea Coli, Myxor- 
rhoea Membranacea, and Myxorrheea Colica—- 
Membranous Enteritis and Colica Mucosa. 
Surg., Gynec. & Obst., 1914, XiX, 704. 

By Surg., Gynec. & Obst. 

Gant explains that myxorrhoea coli is a symptom- 
complex characterized by constipation, abdominal 
pain, uneasiness or soreness, and the periodic evac- 
uation of jelly-like strips or casts of tenacious 
mucus, on the one hand, or colic on the other, and 
he suggests that all mucous discharges be designated 
as myxorrhcea coli, with which understanding the 
former is called myxorrhoea membranacea and the 
latter myxorrhoea colica. He concedes that either 
type of myxorrhoca coli may be secondary to 
neurogenic disturbances, but strongly maintains 
that myxorrhceaa membranacea and myxorrhcea 
colica are frequently produced by many other 
conditions and diseases, medical and _ surgical, 
several of which may be factors in the same case. 
He states that he has often known these conditions 
to be caused by psychic, neurogenic, gastrogenic, 
and enterogenic disturbances, adenoidism, thyroid 
disease, impaired metabolism, abnormal menstrua- 
tion, affections of the heart, liver, and pancreas, 
inflammatory and ulcerative lesions (colitis), hel- 
minths, foreign bodies, prolonged or irritating 
colonoclysis, various lesions which induce chronic 
intestinal obstruction and lead to coprostasis and 
auto-intoxication and other ailments which cause 
the hypersecretion or retention of mucus. He 
has observed patients who suffered at first from 
myxorrhoea membranacea and later myxorrhoea 
colica where the mucus became inspissated, irritat- 
ing and exciting enterospasm. 

Gant maintains that the diagnosis is easy in 
uncomplicated cases and that myxorrhoea mem- 
branacea can be recognized by its symptom- 
complex, obstinate constipation, uneasiness and 
soreness or pain in the lower left abdominal quad- 
rant, and the periodic discharge of strips, casts, or 
jelly-like masses of mucus, and, that where subse- 
quent to these manifestations and in the absence 
of signs pointing to intestinal obstruction from other 
causes, colic suddenly supervenes, one is justified 
in making a diagnosis of myxorrhoea colica. 
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The author discountenances a routine treatment 
in these cases and advises holding curative measures 
in abeyance until the acute symptoms subside. 
Usually he has succeeded in quickly freeing the 
colon of mucus, securing satisfactory movements, 
and alleviating abdominal soreness and colic by 
having the patient confine his diet to fluids, drink 
hot water, apply hot fomentations to the abdomen, 
and take daily two copious hot oil or saline injections 
which reinforced by the administration of bella- 
donna four times daily, measures which tend 
to allay intestinal irritation and muscular spasm, 
soothe the mucosa and clear the colon of scybala, 
offensive fluid feces, mucus, and toxins. When 
these remedies fail, irritating collections of mucus 
are evacuated through the aid of a liberal dose of 
castor oil followed by enemata, or sigmoidoscopy. 
Von Noorden’s coarse diet (cellulose) was found to 
be helpful where myxorrhoea coli was secondary to 
neurogenic disturbances, but aggravated the con- 
dition when caused by surgical lesions of the colon. 

When myxorrhoea membranacea or colica was 
secondary to or complicated colitis, enemata of 
oil or emulsions alternating with 1 per cent ichthyol, 
potassium permanganate, or balsam of Peru were 
given; high irrigation proved effective when intro- 
duced by way of the anus or through an appendi- 
costomy or cecostomy opening. 

The removal or correction of kinks, twists, 
strictures, invagination, adhesions, pericolic mem- 
branes, and other lesions obstructing the bowel or 
causing stasis, effected a cure in many of the author’s 
cases, and he rarely found the bowel sufficiently 
incapacitated to require resection, exclusion, or 
the establishment of an artificial anus. 

In conclusion Gant states that myxorrhosa mem- 
branacea and myxorrhoea colica are common affec- 
tions and more frequently responded to surgical 
treatment than the literature of the subject would 
indicate. 


Lynch, J. M., and Draper, J. W.: Anastalsis and 
the Surgical Therapy of the Colon. Am. J. 
M.Sc., 1914, cxlviii, 828. By Surg., Gynec. & Obst. 


The authors are convinced that there is a well- 
defined group in which constipation is due to pre- 
ponderance of the anastaltic over the prostaltic 
colonic wave. This is easily shown by the rapid 
transfer of a bismuth enema from the rectum to the 
cecum, and the return to the rectum of a portion 
of the mass, some remaining in the cecum, with a 
resulting gradual accumulation at this point. 

They are inclined to believe in the hypothesis of 
function transfer from colon to ileum rather than 
to presuppose that the colon never had any function 
save that of storing and distributing toxic material; 
therefore they do not believe in the removal of the 
colon. Furthermore, the immediate mortality fol- 
lowing colectomy is considerable, also considering 
that the small gut possesses normally but one wave, 
the prostaltic. The authors have devised two meth- 
ods of surgical treatment. An ileac segment is made 





GENERAL SURGERY — SURGERY OF THE ABDOMEN 


of proper length, near the caecum, to reach comfort- 
ably from the cacum to the sigmoid. The direction 
of this segment is then reversed in accordance with 
the “prostaltic wave law” of the small intestine, so 
that the proximal end is anastomosed with the 
cecum, and the distal end parallel with the ileum for 
a short distance forming a ‘“‘double-barrel”’ anasto- 
mosis; this is then anastomosed with the sigmoid. 
The material is in this way able to pass from the 
cecum to the sigmoid, but cannot reverse its direc- 
tion. 

They also illustrate the interposition of a prostaltic 
ileac segment between two divided ends of the sig- 
moid to prevent reflux after the usual operation for 
ileosigmoidostomy. They show a third figure of 
ileosigmosigmoidostomy with an overlapping of 
sigmoid to block anastalsis. 

Henry J. VAN DEN BERG. 


LIVER, PANCREAS, AND SPLEEN 


Nichols, H. J.: Observations on Experimental 
Typhoid Infection of the Gall-Bladder in the 
Rabbit. J. Exp. Med., 1914, xx, 573. 

By Surg., Gynec. & Obst. 

In recent years the question of immunity follow- 
ing antityphoid vaccination, the typhoid carrier 
problem, and the possibilities of chemotherapy have 
restimulated the investigation of experimental 
typhoid infections in lower animals. Therefore the 
author in this paper has considered the following 
subjects: 

1. Pathogenicity of a living sensitized vaccine. 

2. Pathogenicity of the first transplant from a 
living sensitized vaccine. 

The regular production of lesions. 

The gall-bladder lesion as a test of immunity. 
The curative effects of vaccines. 

The practical bearing of experimental work. 

In his experiments the author used ninety-seven 
animals, and forty gall-bladder lesions were observed. 
The experiments showed that typhoid bacilli can be 
isolated from the organs for some time after injec- 
tion but that the gall-bladder lesion is the most 
persistent source. After intravenous injection the 
gall-bladder apparently becomes infected by way 
of the blood stream as well as from the bile. The 
result may be summarized as follows: 

1. Besredka’s living sensitized vaccine, given 
intravenously, does not produce a typhoid lesion of 
the gall-bladder in the rabbit. 

2. The first transplant of this vaccine is capable 
of producing this lesion; hence this vaccine is not 
entirely safe to handle. 

3. Regular infections of the gall-bladder have not 
been produced by carrying a known pathogenic 
strain on rabbit blood agar, by successive passage 
through animals, or by the use of freshly isolated 
strains. 

4. No evidence could be demonstrated in the 
rabbit of the immunity produced in man by vaccina- 
tion with an entirely killed vaccine. 


5. Vaccine treatment did not cure the gall-blad- 
der lesion. 

6. With the present methods of producing in- 
fections in the chimpanzee and the rabbit, neither 
of these animals is suitable for deciding the problems 
of the immunization of man by vaccines. These 
problems must be settled, as some of them already 
have been settled, by actual experience with large 
numbers of men kept under close observation. 

GerorceE E., Britpy. 


Deaver, J. B.: The Surgical Treatment of Chole- 
cystitis. Therapeut. Gaz., 1914, xxxviii, 778. 
By Surg., Gynec. & Obst. 

In Deaver’s experience, cases of cholecystitis, ex- 
cepting the suppurating, gangrenous, and phlegmon- 
ous types, recover from the acute attack if properly 
handled. The patient should be kept in the sitting 
position; should have absolutely nothing by mouth 
in the presence of a localized or diffusing peritonitis 
until there is restoration of peristalsis; ice should 
be kept on the abdomen; a saline solution should 
be constantly used by the Murphy method; in the 
presence of vomiting, no medicine should be given 
but the stomach should be cleansed by lavage. 
This is also the line of treatment to be observed 
in acute cholecystitis occurring in typhoid fever. 
It is preferable to operation. 

Operation is indicated in the graver forms of 
cholecystitis in the absence of diffusing peritonitis. 
In the presence of diffusing peritonitis, operation 
should be delayed until this has subsided, when the 
gall-bladder should be removed. The advantage 
of removal over drainage of the gall-bladder lies in 
the prevention of serious infection of the liver and 
pancreas. The question of the use of drainage, as 
against removal of the gall-bladder, is a very impor- 
tant one and should be governed by the amount of 
disease of the gall-bladder and the presence of 
enlarged lymph-glands along the common duct, 
especially the chain at the junction of the common 
duct and duodenum. 

Chronic cholecystitis, with recurrent attacks, in 
the absence of other symptoms certainly warrants 
operative interference. Little faith should be placed 
in medicine or the treatment at various watering 
places. On the contrary, many more people would 
be benefited and there would be fewer cases of 
diabetes, chronic pancreatitis, and chronic liver 
disease if, instead of going to watering places, the 
patients would consent to an operation. 

EpwWARD L. CoRNELL. 


Clark, J. G.: Ultimate Results Secured from 
Surgical Intervention in Simple Cases of 
Cholelithiasis and in Cholelithiasis Discovered 
During Operations for Other Conditions. 
Am. J. M. Sc., 1914, cxlviii, 625. 

By Surg., Gynec. & Obst. 


Clark reports 159 cases of gall-stones, nearly all 
of which gave some symptoms, contrary to the 
old teaching that in most cases they do not pro- 
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duce symptoms. Many excellent practitioners still 
exhibit a tendency to delay surgical intervention 
until the classic attack—terminal rather than initial 
indications—sets in. The author presents two 
groups of cases in tabular form: one of cholelithiasis 
alone, the other associated with gynecological 
conditions. He finds that less favorable results 
occur among the combined cases, with the ratio of 
cures in direct proportion to the severity of symp- 
toms. The weight of evidence emphatically favors 
the early removal of gall-stones, also the removal 
of gall-stones associated with abdominal or gyne- 
cological lesions, unless contra-indicated because 
of the condition of the patient, the nature of the 
operation, the septic condition of the primary 
operation, etc. Of this group of cases there were 
6 deaths, 4 of which were directly due to the destruc- 
tive results of advanced cholelithiasis, as advanced 
pancreatitis and cholamia; the other two died of 
infection indirectly as a result of the operation. In 
none of the combined operations in which there 
were no symptoms attributable to gall-stones did 
a fatality occur. 

Symptoms referable to the upper abdomen in 
conjunction with gynecological lesions are usually 
due to gall-bladder pathology, rarely to gastric or 
duodenal ulcers—in the author’s cases in the ratio 
of 100 to 1. Appendiceal involvement, however, 
is not such an infrequent factor in symptoms of the 
upper abdomen. 

Clark has little faith in the belief that reflex 
symptoms in the upper abdomen emanate from 
gynecological lesions, but believes in locating the 
symptoms anatomically and then seeking for the 
lesion in that locality. 

From a review of his series of cases he concludes 
that simple drainage is sufficient in cases of chole- 
lithiasis in which there are no symptoms indicating 
the presence of stones. In all other cases, however, 
in which the gall-bladder is thickened or greatly 
dilated, or if it is the seat of the so-called “straw- 
berry change,” cholecystectomy should be the 
operation of choice. He emphasizes that mere 
drainage does not, as was formerly believed, cure 
every case of cholecystitis. 

Henry J. VAN DEN BERG. 


Cannaday, J. E.: Spontaneous Rupture of the 
Tubercular Spleen. Jr. South. Surg. & Gynec. 
Ass., Asheville, 1914, Dec. 

By Surg., Gynec. & Obst. 

Primary tuberculosis of the spleen is an unusual 
condition, and when it does exist is seldom diag- 
nosed in time to secure satisfactory operative results. 

A few surgeons have removed the spleen for primary 

tuberculosis, and the results when the operation 

has been done at all early have been very gratifying. 

A careful search of surgical literature brings to light 

only one previously reported case of spontaneous 

rupture of the tubercular spleen—that reported by 

Aufrecht, which was found post-mortem. 

Cannaday reports a case of tubercular spleen 


which ruptured spontaneously and was treated 
operatively by splenectomy. The rent in the spleen 
was 7 cm. in length and 1.5 cm. in thickness at its 
deepest part. The tail of the pancreas was slightly 
adherent to the spleen and there were a few dark 
clots showing a previous rupture under the capsule. 
There were a number of caseous masses in the spleen. 
The patient made a fair operative recovery and 
died later of renal tuberculosis. 


Minot, G. R.: Nitrogen Metabolism before and 
after Splenectomy in a Case of Pernicious 
Anemia. Bull. Johns Hopkins Hosp., 1914, xxv, 
338. By Surg., Gynec. & Obst. 


The author describes a case of pernicious anemia 
which had showed no improvement for three months. 
After splenectomy there followed an improvement 
in the blood picture and general condition. Before 
operation there was a loss of 0.78 gr. daily in the 
nitrogen output; whereas, following operation there 
was an average retention of 0.6 gr. He suggests the 
following possible causes for this difference: 

1. Removal of toxic causes of loss of nitrogen. 

2. Slight fever before operation. 

3. The patient may have been in Rosenquist’s 
period of nitrogen loss before operation, and after- 
ward in a period of retention. 

He also finds the urea output low before operation 
which he suggests may be due either to deranged 
liver function, or to anemia as suggested by Padoa. 
No change was noticed in the ammonia of the urine. 
Urobilinogen which was present before operation 
disappeared after the operation. 

HENryY J. VAN DEN BERG. 


Graf, P.: Surgical Treatment of Hzmolytic 
Icterus (Zur chirurgischen Therapie des himoly- 
tischen Ikterus). Deutsche Ztschr. f. Chir., 1914, 
CXXX, 462. By Surg., Gynec. & Obst. 


The surgical treatment of hemolytic icterus con- 
sists, of course, in the removal of the spleen. Graf 
comments on the familial character of this disease 
and the absence of demonstrable bile pigment in 
the urine while it is present in the blood. The 
second generation feels the effects more severely 
than the first generation affected. Some are born 
with the jaundiced tint; others develop it later. 
Hemolytic jaundice differs from Banti’s disease 
chiefly in its familial character and the exceptional 
fragility of the red blood corpuscles. In Banti’s 
disease the jaundice stage is comparatively brief. 

He reports the case of a family with 13 living 
children in which the father and six of the younger 
children presented the typical syndrome of hemo- 
lytic icterus. The enlargement of the spleen pre- 
ceded the jaundice by several months and the gen- 
eral health fluctuated with the size of the spleen. 
The two girls who seemed most seriously affected 
were treated by splenectomy with great benefit. 

The spleen was removed also from a man of 38 
with typical hemolytic jaundice. The family 
history in this case was not known, but the jaundice 
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had been noticed for nine years. The results a 
year later in these cases show the value of splenec- 
tomy in hemolytic jaundice in adults. In a girl 
of 12 the red cells have increased to almost seven 
million and time alone will tell how the child is 
going to bear this polycythemia. Splenectomy, 
therefore, should not be advised for a child unless 
A. Goss. 


MISCELLANEOUS 


Fobes, J. H.: Personal Observations upon the Value 
of Pain Symptoms and Tenderness-Touch 
Diagnosis of the Abdominal Organs. Chironian, 
1914, XXxi, 108. By Surg., Gynec. & Obst. 

The author has found that touch diagnosis has 
been of great service in bringing out lesions of the 
various organs concerned. For instance, in eliciting 
gall-bladder troubles, a tine is drawn from the 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Ostheimer, M.: FragilitasOssium. J. Am. M. Ass., 
1914, lxili, 1996. By Surg., Gynec. & Obst. 
This disease is known by many names, such as 
“idiopathic osteopsathyrosis,” ‘osteogenesis imper- 
fecta,” “‘dysplasie periostale,”’ and “ achondroplasia,” 


all signifying multiple fractures occurring before 


birth, at birth, and after birth. The author has 
used the term fragilitas ossium to include (1), the 
foetal type found at or soon after birth, associated 
with imperfect bone formation and multiple frac- 
tures, the cases rarely surviving their second year; 
and (2) the congenital type found in children at 
birth or later with recurrent fractures even in early 
adult life, the patient surviving the disease but 
being left in a badly crippled condition. 

The condition is more common in males than in 
females; the greatest number of fractures occurs 
between the ages of 1 and 3 years, a small percent- 
age being reported up to 41 years of age—the femur 
being the common seat of fracture. The bony 
pathology shows a lack of formative power, the 
bone trabeculae being produced by calcification of 
cartilage cells; metaplasia of cartilage is greater than 
normal, while bone deposition is less; the periosteal 
bone is abnormally thickened and incomplete. 

Few osteoblasts are found; a deficiency of calcium 
salts is also noted. The length of the bones is 
normal but their thickness is less than normal. 
Various writers agree that this disease is unlike 
rickets and the etiology is unknown. Most agree 
that a faulty metabolism exists in the mother during 
pregnancy. 

Treatment other than absolute rest of the patient 
and immobilization of the affected bone and good 
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ensiform cartilage to the anterior superior spine of 
the ilium; then another line is drawn from the 
cartilage of the ninth rib to the navel. Where these 
lines cross, percussion is made with the bent middle 
finger. 

In perforated gastric ulcer the peculiar burning 
pain over the gastric area quickly following a per- 
foration, followed by excessive rigidity and extreme 
tenderness, is distinctive. Soon the pain and ten- 
derness radiate to the lower right quadrant as the 
gastric contents pass down between the omentum 
and anterior abdominal peritoneum. While gastric 
ulcer usually perforates anteriorly, duodenal ulcer 
usually perforates posteriorly. For this reason and 
because the chemical reaction of the contents is 
mostly alkaline, perforation of the duodenum is not 
associated with such severe symptoms; in fact, the 
condition may be confused with appendicitis. 

EUGENE Cary. 
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hygiene has little or no effect on the disease. One 
case reported by the author shows all the head 
measurements below normal. H. W. Macrtsy. 


Schmerz, H.: Heliotherapy of Surgical Tubercu- 
losis (Die Heliotherapie der chirurgischen Tuber- 
kulose in der Ebene). Beitr. z. klin. Chir., 1914, 
XCiv, 381. By Surg., Gynec. & Obst. 

Heliotherapy represents the optimum of climato- 
therapy. The sunlight treatment of surgical tuber- 
culosis, which has given the best results in mountain- 
ous districts and on the seashore, gives satisfactory 
results also on the plains and even in large cities. 
Heliotherapy should form the basis of all treatment 
of cases of surgical tuberculosis in the lowlands as 
well as in the cities. A satisfactory explanation of 
the effect of sunlight on the human body in healthy 
and diseased conditions cannot be given at the 
present time in the absence of extensive experimental 
research. The effect of solar energy on tuberculous 
tissue and the réle played by the resulting cutaneous 
pigment cannot be definitely explained. 

Schmerz reports in detail the sunlight treatment of 
34 cases of surgical tuberculosis, principally of the 
bones, joints, glands, and skin. Eleven were cured, 
19 improved, and 4 died. The results were not as 
brilliant as those reported by Rollier in the high- 
lands, but they were in the main very satisfactory. 
Supportive measures are indicated, as proper diet, 
iron, arsenic, and in the cooler seasons codliver oil 
with phosphorus. Freund’s radiotherapy of sur- 
gical tuberculosis should also be used in appropriate 
cases. Finally, surgical and orthopedic measures 
should be undertaken where indicated. Schmerz 
urges the erection of special sanitaria for the sun- 
light treatment of surgical tuberculosis. 

E. P. ZEISLER. 
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Keppler, W., and Erkes, F.: Treatment of Tuber- 
culous Foci in the Neck of the Femur (Ein 
Beitrag zur Behandlung der tuberkulésen Knochen- 
herde in Schenkelhals). Arch. f. klin. Chir., 1914, 
CV, 520. By Surg., Gynec. & Obst. 

From a study of their own cases and those re- 
ported in the literature the authors come to the 
following conclusions: 

1. Operative removal of the tuberculous focus is to 
be preferred to the conservative methods hitherto 
used if (a) the focus is solitary and the joint free; 
(b) if the focus is solitary and there is sympathetic, 
not specific, involvement of the joint; (c) if the focus 
is perforated and there is secondary involvement of 
the joint in the form of a mild synovitis. 

2. If the focus is perforated and there is severe 
destructive involvement of the joint, conservative 
treatment or resection should be chosen, depending 
on the case. No sharp boundary line can be drawn 
between the mild and severe cases, and the surgeon 
must decide in each case. 

3. The advantages of operative removal are that 
the disease is shortened and the danger of perforation 
into the joint is removed. 

There are two methods of operation: (1) curetting 
out the focus by boring through the neck at the 
trochanter, and (2) removal of the focus by open- 
ing the joint anteriorally by Liicke-Schede’s method. 
The first is to be recommended if the focus is near 
the trochanter, if there is an abscess or fistula in the 
trochanter region, or if the joint is free. The second 
is preferable if the focus is near the apex of the 
neck, if there are abscesses or fistul anteriorally, or 
if the joint is involved. The dangers of opening the 
joint are not so great as might be supposed. The 
advantages are (1) that it is a complete, radical 
operation; (2) it gives the surgeon a free hand if he 
finds the pathological changes more extensive than 
he had suspected; and (3) it seems to follow the 
path indicated by nature, as abscesses and fistula 
so frequently open anteriorally. The coxa vara 
that sometimes appears as the result of the opera- 
tion or the slow regeneration of bone may be avoided 
by keeping the leg in a plaster cast for a long time. 

Six cases are described in detail and are illus- 
trated with 20 réntgen pictures. The article is fol- 
lowed by an extensive bibliography. A. Goss. 


Skillern, Jr., P. G.: Certain Minute Cysts of the 
Metacarpal Bones Following Trauma; Their 
Clinical Recognition. J. Am. M. Ass., 1914, 
Ixiii, 2272. By Surg., Gynec. & Obst. 


Cysts of the short bones of the extremities have 


received little or no attention. The author de- 
scribes two cases following trauma. Both were 
about the size of a pea and were difficult to locate by 
X-ray. One was in the head and the other in the 
base of a metacarpal. There was no enlargement 
of the bone and no signs of inflammation. Pain 
was persistent, and there was tenderness of a wincing 
character, which simulated that of a subperiosteal 
fracture, and for which the first case was at first 
mistaken. 
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There was the clinical picture of a chipping 
fracture with lingering signs, because untreated. 
Operation relieved the symptoms at once. 

The author believes that they were very early 
cases. He does not offer any observations as to the 
pathology, but says the slight trauma was sufficient 
to cause fractures of the delicate normal bone tra- 
becule, producing effusion, hemorrhage, and inter- 
ference with nutrition, thereby setting up a local- 
ized osteomyelitis. The pigments of the blood were 
absorbed, leaving clear contents, just as occurs in 
cysts of soft tissues. 

The author offers the following conclusions: 

1. Cysts of bone should be detected in their in- 
cipient stages before extensive destruction of the 
medulla has taken place. 

2. Early operation results in prompt cure and 
prevents deformities and extensive bone plastics. 

3. A localized trauma followed by persistent but 
not severe pain and localized but not true ‘‘winc- 
ing’? tenderness—symptoms and signs of an un- 
treated ‘‘chipping” fracture—should arouse clinical 
suspicion of a minute early bone cyst, the cor- 
roboration of which may be afforded by close scru- 
tiny of a réntgenogram at the site corresponding to 
that of the localized tenderness. 

ARCHER O’REILLY. 


Nicoll, H. K.: The Use of Antistreptococcus Serum 
in Chronic Arthritis. J. Am. M. Ass., 1914, 
Ixili, 2225. By Surg., Gynec. & Obst. 

The serum used, a horse serum, was prepared with 
a polyvalent specificity, an attempt being made to 
take advantage of the passive immunization to 
increase the opsonic index. Varying doses of 20 
to 30 ccm. were administered, but anaphylaxis in 
some made it advisable to use gradual increasing 
successive doses of 2, 6, 8, 10, and 12 ccm. given 
more frequently. 

The administration was given subcutaneously in 
the scapular region. A large needle was used and 
every effort made to avoid possible injection into 
the veins. Twenty cases, ranging from 22 to 56 
years of age, all having polyarticular involvement, 
were treated. Vaccines, autogenous if possible, 
were used with the serum and found to act comple- 
mentary to it. 

Some few patients experienced anaphylactic 
shock, but the greatest discomfort was urticaria 
with some herpis about the site of injection. The 
injection given during the declining stage of opsonin 
was more likely to be followed by anaphylaxis. The 
conclusions are: 

1. The administration of horse serum may be 
followed by anaphylaxis in 25 per cent of cases. 

2. Heating and aging of serum fails to remove its 
toxicity. 

3. An estimation of the immune bodies showed 
no advantage over the use of antiserums of less 
potency commercially prepared. Acute strepto- 
coccus infections occurred in 2 cases. 

4. Concentrated serums were not successful. 
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5. The use of antistreptococcus serum in the 
treatment of chronic arthritis is neither advisable 
nor justifiable. H. W. Mattsy. 


FRACTURES AND DISLOCATIONS 


Winslow, N.: Intra-Articular Fracture Fixation; 
Report of Two Cases. Maryland M. J., 1914, 
Ivii, 289. By Surg., Gynec. & Obst. 

The author reports two cases of intra-articular 

fracture fixation by means of wire nails. The first 
was a fracture through the head and anatomical 
neck of the humerus in an adult, and the second a 
separation of the lower humeral epiphysis in a 
child three years of age. In each case the joint was 
opened and approximation of the fragments was 
secured by nailing. He believes that all intra-artic- 
ular fractures, which cannot be handled otherwise, 
should be screwed or pegged from the articular sur- 
face. ARTHUR J. Davipson. 


Hawley, G. W.: Ununited Fractures, with a Study 
of Bone Repair. Am. J. Orih. Surg., 1914, xii, 245. 
By Surg., Gynec. & Obst. 
The extraordinary reparative power of bone is 
well stated in the expression that “fractures unite 
with treatment, without treatment, and in spite of 
different methods of treatment.” The process of 
repair in bone differs from that of other tissues only 
in that the cells which effect the repair have the 
property of depositing calcium salts. The haemor- 
rage incident to a fracture and common to all rup- 
tures of tissue is the first step in healing. On the 
framework of the fibrin clot which bridges between 
the two fragments the new tissue grows and the 
specialized cells lay down the lime salts. Some of 
the author’s conclusions from an experience with 
53 cases of non-union out of 1,200 fractures are: 
Accurate approximation is the best prevention of 
imperfect union. 
Excessive hemorrage interferes with the repair. 
The periosteum protects the inside repair from 
intrusion of connective-tissue growth from without. 
The importance of coincident disease, as syphilis 
and malignancy, in preventing union has been ex- 
aggerated. 
Freshening the edges, injections of chemical irri- 
tants, and massage are not indicated. 
Bone-transplantation is the operation of choice. 
Of 53 cases, 31, 74 per cent, were cured by simple 
methods. Fifteen were operated upon. Conserva- 
tive treatment consists in reimmobilization and, 
where possible, weight bearing. In the latter 
procedure the object sought is to stimulate calcium 
deposit by function and not to produce the so- 
called friction of fragments. Of the 15 operative 
cases plates were used in 6, bone-grafts in 6, screws 
in 2, and merely freshening of edges in one. In 
these 53 cases no failure of union in an infected 
compound fracture was observed. Out of 8 cases 
of fracture in carcinoma of the bone, only one failed 
to unite. W. A. Crark. 


Waegner, K.: Fractures of the Diaphysis of the 
Femur (Die Frakturen der Femurdiaphyse). 
Dissertation, Charkov, 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In the course of 6 years Waegner has observed 
863 fractures at his institute. Of this number 651 
were fractures of the extremities, among them 117 of 
the femur, 93 being simple fractures of the diaphy- 
sis. The latter form the material for the author’s 
monograph. Seventy-two pages are devoted to a 
discussion of the anatomical side of the question, and 
from the literature and his own experience he comes 
to the conclusion that transverse and spiral fractures 
are most frequent and the primary dislocation of the 
fragments is caused by the mechanism of the 
trauma. The process of healing is exhaustively 
discussed, and he finds that if the réntgen picture 
shows a diastasis between the fragments it indicates 
that there is interposition of muscle and in such 
cases the possibility of a pseudarthrosis must always 
be borne in mind. 

In the last chapter he discusses the treatment of 
fracture of the femur. First he takes up the ambu- 
latory treatment of these fractures by Wolkowitsch’s 
method and decides that it is inadequate; onthe basis 
of 11 years’ use of von Bruns’ splint he designates 
the results of this treatment as mediocre. Codi- 
villa and Dollinger’s methods are also rejected. 
Passing to extension methods, which he thinks are 
the only justifiable ones, he discusses Zuppinger’s 
splint first. From his own experience he finds that 
the correction of lateral dislocation is difficult, 
especially that of the dorsal lower fragment ; other- 
wise he thinks the method is a good one. 

After discussing Henschen, Hennequin, Heusner, 
and Vorschiitz’s splints, Bardenheuer’s method, 
which he thinks is of great importance, is described 
in detail. The experience of the medico-mechanical 
institute with Steinmann’s nail extension is thor- 
oughly reviewed. He reports 59 cases of nail ex- 
tension in which there were no complications, either 
suppuration or fistula. He is an ardent advocate 
of Steinmann’s method for the following indica- 
tions: (1) all fractures of the femur with great 
dislocation; (2) fractures near the trochanters; 
(3) old and incorrectly healed fractures; (4) opera- 
tive fractures with great dislocation in the long axis; 
(5) all cases in which changes in the skin seem to 
contra-indicate the use of plaster. In general, he is 
better pleased with the Steinmann method than 
with any other method of extension. 

Hessing’s apparatus is considered of value in the 
treatment of recent fractures and as indicated in 
old fractures that do not show a tendency to heal 
well. Operation is indicated if non-operative 
methods fail and also in pseudarthroses. The clamp 
method and Lane’s plates are deserving of consider- 
ation. From the material of the institute the fol- 
lowing figures are given: Steinmann’s method was 
used 59 times, combined in 21 cases with operation. 
Among the cases in which the nails were used 6 
were afterwards operated upon — 2 clamps, 2 Lane 
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plates, 2 wedges. If we add the 7 cases which were 
previously treated by Bardenheuer’s extension, and 
in which consolidation could not be attained and 
which had to be operated upon, we have a total of 
13 cases of operative union of the fragments, among 
which there was one death from shock two hours 
after the operation. 

In general, the treatment of fractures in the 
Charkov Institute is by Lucas-Championniére’s 
device, in which the chief point is the movement by 
which the leg is brought into a semiflexed position. 
Immobilization is harmful. Extension is continued 
for 10 weeks, at the end of the twelfth week the pa- 
tient gets up, and for four more weeks goes on 
crutches. HEssE. 


Andrews, J. W.: Intrascapular Fracture of the 
Femur. St. Paul M. J., 1914, xvi, 650. 
By Surg., Gynec. & Obst. 

Andrews in discussing this injury urges the 
necessity of a careful examination in intracapsular 
fracture of the femur in order to make a correct 
diagnosis. He believes such an examination is 
best made with the patient lying flat on the back 
on a hard table or the floor. Inspection in this 
position when the fracture is not impacted will 
elicit shortening of the limb, eversion of the toes, 
and inability of the patient to lift the heel from 
the table. Dislocation upward and_ backward 
will produce inversion instead of eversion; disloca- 
tion forward into the obturator space, eversion 
and shortening, sometimes lengthening. Crepitus 
should be looked for and the X-ray used when 
possible. This fracture occurs in the young and 
middle-aged as well as in the aged. 

Treatment is considered under three heads. The 
‘“‘do-nothing treatment,” which consists in putting 
the person to bed and building up the patient’s 
strength, is advised in old people. Buck’s extension 
is advised against, because it does not secure good 
apposition and, as a rule, results in shortening 
and impaired motion at the hip. Andrews considers 
the Ruth-Maxwell abduction and traction treat- 
ment very efficient and advocates its use strongly. 
The open treatment, securing the ends with wire, 
nail, or other mechanical means, gives the best 
result according to Andrews, but should only be 
used by a skilled surgeon, under conditions where 
perfect asepsis can be secured. Frank D. Dickson. 


Burnham, A. C.: Compression Fracture of the 
Upper Extremity of the Tibia. Med. Rec., 
1914, Ixxxvi, 1004. By Surg., Gynec. & Obst. 

The author reviews the literature and reports a 
case of this type of fracture. 

The causes of the fracture, briefly stated, are a 
fall with the patient striking upon the feet with 
knees extended, the force of gravity acting through 
the femur on the tibia driving the inferior surface 
of the internal condyle of the femur against the 
superior surface of the internal tuberosity of the 
tibia and breaking it off. 
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Again, if the patient has genu valgum or if force 
is obliquely applied the external tuberosity of the 
tibia is broken off. The muscular action of the 
biceps muscle upon the fibula acting upon the outer 
tuberosity may be an added element. 

A few cases may be caused by forced abduction 
or adduction of the knee without a fall upon the 
feet, the condyle of the femur being driven into the 
head of the tibia and a tuberosity broken off before 
the crucial ligaments are ruptured. 

The symptoms are those of severe trauma to 
the knee, swelling, ecchymosis, crepitus hamar- 
throsis, increased mobility away from the injured 
side. 

The fracture is usually anteroposterior, midway 
between the attachment of the crucial ligaments 
and the lateral margin of bone, and passes down on 
the side of the tibia about two inches from the 
articular surface. 

The treatment consists in the application of a 
lateral splint or cast with the parts in the best pos- 
sible position, light massage, and passive motion 
after four weeks. The patient is usually up and 
bearing weight in six or eight weeks. 

Operative methods with fixation of the parts by 
nails or plates is theoretically dangerous and in 
the cases published unsatisfactory. 

Prognosis for complete return of function is poor, 
but as a rule a useful limb is obtained. 

The return of normal function is very slow, and 
the knee-joint in most cases has more or less per- 
manent disability. C. C. CHATTERTON. 


Henderson, M. S.: Transplantation of Bone in 
Ununited Fractures. J.-Lancet, 1914, xxxiv, 615. 
By Surg., Gynec. & Obst. 


The transplantation of bone in treatment of 
fractures is comparatively new and has not entirely 


supplanted the metal plate. The plate is thought 
to be more suitable for old ununited femurs, because 
the operation can be done in a shorter time and 
shock thereby avoided. The inlay is to be pre- 
ferred to the medullary graft because the bone in an 
inlay is in normal environment, cortex to cortex, 
whereas the medullary graft is more or less of a 
foreign body. <A graft should be placed in as vascular 
an area as possible, in a field normal to itself, and 
with good contact. Asepsis is very desirable though 
not absolutely necessary, as good results have been 
attained in spite of infection. Grafts from the same 
individual are better than those from another. 
The periosteum is to be considered as a limiting 
membrane which furnishes nourishment. 

The author’s conclusions are based upon a study 
of 32 cases, 4 of which are reported in detail. In 
one case a firm union was obtained in an ununited 
fracture of the humerus of thirteen years’ standing 
by a combination of a medullary splint and an inlay 
graft. In two cases of fracture of the neck of the 
femur with non-union, spike grafts failed, presumably 
because fixation was maintained only six weeks, 
which was not long enough. W. A. Crark. 
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Steinke, C. R.: 
of the Hip. 


Recent Traumatic Dislocations 
Ann. Surg., Phila., 1914, Ix, 617. 
By Surg., Gynec. & Obst. 

From 1905 to 1914 at the Episcopal Hospital of 
Philadelphia there were only 10 cases of recent 
traumatic dislocation of the hip out of 23,000 
surgical cases, 6,000 of which were classified as 
surgical injuries, thus showing but 1 dislocation of 
the hip in every 600 surgical injuries. 

In the above series the author has summarized 
the entire conditions and end-results. 

There were 9 males and 1 female, the ages ranging 
from 10 to 61 years; the time in the hospital varied 
from 3 to 47 days. 

The types of dislocation were: 2 cases of anterior, 
one each of pubic and thyroid variety; 8 cases of 
posterior dislocation, 4 being iliac or high; 2 sciatic; 
2 simply posterior. Thus the posterior variety was 
shown to be the most common. Reduction was 
done by the Stimson method once, the indirect 
method once, circumduction twice, and the direct 
method six times. The after-treatment varied, 4 
cases simply being kept in bed, 2 were treated by 
Buck’s extension, the remaining 4 cases had sand- 
bags applied to either side of the leg. The end- 
results of this series of cases covering a period of 2 
months to 4 years following reduction showed 6 
with no disability whatever, 1 had numbness and par- 
tial paralysis due to nerve injury and fracture of the 
pelvis as well as dislocation of the hip, 1 patient died 
of fractured skuli while in the hospital, and the re- 
maining 2 could not be traced. 

The conclusions are that simple luxation of a hip 
properly reduced gives no permanent impairment. 
H. W. MAttsy. 


Chisholm, M.: Injuries of the Foot; a New Method 
of Reducing Dislocation of the Big Toe. Canad. 

M. Ass. J., 1914, iv, 1081. 
By Surg., Gynec. & Obst. 

The author discusses briefly a few injuries and 
gangrene of the foot. The anatomy and mechanism 
with the deformities and disabilities due to igno- 
rance, fashion, occupation, and accident are spoken 
of. The theory he advances is that many static 
foot troubles may be prevented by the wearing of 
good shoes with heels coming well forward, especially 
on the outer side. He also thinks the head of the 
metatarsal in hallus valgus should not be removed 
entire, only the inner side of it being pared off to 
let the toe come back straight. In dislocation of 
the big toe, cutting the extensor in such a manner 
as to permit suturing it was resorted to in reducing 
the swelling which had been produced by the man- 
ipulations in three previous futile attempts. 

Two cases of compound fracture of the ankle are 
cited in which splendid results were obtained by the 
free use of iodine before applying splints. By 
amputating the toe, the author saved two cases 
which had beginning gangrene; one had hard ar- 
teries, the other Bright’s disease and diabetes. 
Healing was obtained by using mild electric stimu- 
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lation produced by putting a copper disc on a vinegar- 
soaked blotter placed on the knee, an insulated 
copper wire leading to a silver disc which was 
bandaged against the amputation stump. Indolent 
ulcers also do well treated in this way. 

C. A. STONE. 
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Bayer, C.: Method of Filling Cavities After Bone 
Operations (Zur Abkiirzung des Heilungsdauer 
nach ausgedehnten Nekrotomien). Jahrb. f. Kinderh., 
1914, Ixxx, 569. By Surg., Gynec. & Obst. 

Bayer discusses the various methods that have 
been adopted for filling bone cavities after opera- 
tion, and concludes that the simplest and best way 
is to trim the sides and edges of the cavity so that it 
will form as smooth and uniform a trough as_pos- 
sible, and then fold in the skin and periosteum to 
fill it. A roll of iodoform gauze, sutured over the 
wound, exercises pressure on the skin and periosteum 
flap and causes it to adapt itself more accurately 
to the cavity. It also aids in hemostasis. A com- 
pression bandage is placed over this and left in 
place for two weeks. ‘The periosteum rapidly forms 
new bone to fill in the cavity. How completely 
this is done is shown by five illustrations from 
typical cases. The time required for healing is 
reduced to about half of what it is with ordinary 
tamponing or other modes of treatment. 

A. Goss. 


Ashhurst, A. P. C.: Cinematoplastic Amputations. 
Ann. Surg., Phila., 1914, lx, 750. 
By Surg., Gynec. & Obst. 
The author does not believe that amputations 
for cinematic prosthesis, according to the method 
of Vanghetti, has received adequate attention in 
this country, nor does he believe that the ordinary 
artificial arm is adequate for the needs of the work- 
ing man. 
Ashhurst describes the technique of the operation. 
A skin-flap the diameter of the arm at the point 
of amputation and about an inch wide is made over 
the brachial vessels on the inner surface of the arm. 
This is lifted with the subcutaneous tissue and the 
brachial vessels sutured above the end of the flap. 
The nerves are also cut at this level, care being taken 
not to injure the nerve supply of the muscles. A 
longitudinal incision is then made on the outer sur- 
face of the arm, and the flexor and extensor muscles 
are separated and raised from the bone with the skin 
attached. The bone is cut off at the upper level 
of the incision, and the small flap is laid over the 
bone and sutured to the skin on the outer surface. 
The skin on the muscle-flaps is sewed about this 
in the shape of a cuff; the ends of the biceps and 
triceps are then sutured together in the form of a 
loop, and a large rubber tube is placed in the open- 
ing. Allowance must be made for shrinkage of the 
flaps. 
In both the cases reported useful stumps were 





384 INTERNATIONAL ABSTRACT OF SURGERY 


secured with considerable power; but at the time of 
reporting the cases the author had been unable to 
secure a suitable prosthesis. ARCHER O’REILLY. 


Buerger, L.: Tenoplasty for Ischemic Contracture. 
Internat. J. Surg., 1914, Xxvii, 406. 
By Surg., Gynec. & Obst. 


Buerger reports that the literature endeavors 
to show that attempts to ameliorate deformities 
of Volkmann’s contracture have yielded poor re- 
sults at best. He has recently had considerable 
success in the treatment of this condition by plastic 
operation on the tendons and reports a successful 
case. 

A boy 8 years of age, admitted to the Mount 
Sinai Hospital July 10, 10914, presented the 
typical claw-hand deformity following a fracture 
of both the radius and ulna in the upper third of 
the forearm. The injury was sustained seven 
months previously, and the fracture had been put 
up in a cast which remained in place for five weeks, 
after which it was noticed that the fingers were 
immobile, deformed, that there were a number of 
sloughing areas near the wrist and thumb, and that 
the condition became progressively worse, so that 
upon admission to the hospital active extension at 
the wrist was nil, and there was practically no 
motion of the thumb or of the fingers, all of these 
being intensely flexed. An incision 3.5 inches long 
was made over the middle of the wrist and forearm; 
the median nerve was exposed and liberated from 
dense adhesions; the superficial and deep flexor 
tendons of the second, third, fourth, and fifth fingers 
were freed, as well as the palmaris longus. All of 
these muscles were lengthened in the typical plastic 
manner by a splitting incision about 1.5 to 2 inches 
long, the tendons were covered with Cargyle mem- 
brane, and the fingers dressed in forced extension with 
a posterior splint. 

The result was excellent, primary union being 
obtained, ana five weeks after the operation flexion 
and extension were excellent. 

A second operation was done to free the thumb, 
the technique being the same as for the other fingers, 
the result also being excellent. 


Phillips, C. E.: Syndesmorrhaphy and Syndesmo- 
plasty; the Operative Treatment of Ruptured 
Ligaments. Surg., Gynec. & Obst., 1914, xix, 729. 

By Surg., Gynec. & Obst. 

Two new words are coined from the Greek word 
svndesmos, signifying the science of ligaments. 

1. By syndesmorrhaphy is meant the simple 
suture or repair of ligaments. 

2. Syndesmoplasty means a plastic operation on 
a ligament. 

The subject of ruptured ligaments does not re- 
ceive the attention its importance warrants. In 
fractures the broken bones tend to overlap and the 
process of repair is usually prompt and sufficient. 
In ruptured ligaments, however, the torn ends tend 
to retract, and in addition the process of repair is 


very feeble; hence the necessity for good approxima- 
tion. Disability varies in proportion to the impor- 
tance of the ligament broken and the amount of 
separation of the ends. A more careful examina- 
tion should be made in the cases of severe sprains to 
determine the presence of ruptured ligaments. In 
many cases it may be necessary to make the ex- 
amination under anesthesia. When an abnormal 
mobility is demonstrated after the acute symptoms 
have subsided operative measures should be resorted 
to. 

Rupture of the ligaments of the acromioclavicular 
joint is treated by the insertion of a mattress 
suture of silver wire. Ruptures of the ligaments of 
the knee are easily demonstrated and are treated 
by simple suture or by a syndesmoplastic operation. 
The internal lateral ligament may be reinforced by 
means of superimposing on it the tendon of the 
gracilis muscle. Other ligaments may require a 
transplantation of the ligamentous structures. 

Operative conditions of the ligaments exist in 
the following cases: 

1. In frank injuries where there is reasonable 
grounds for suspecting a completely ruptured liga- 
ment. 

2. In old sprains where after the lapse of one or 
two months there is distinct abnormal mobility. 

3. In cases of recurring sprains leading to fre- 
quent disabilities. 

4. In compound sprains or compound disloca- 
tions an immediate or a late repair should never be 
omitted if there is a complete rupture of the liga- 
ments and impairment of function. 


Trethowan, W. H.: Manipulative Methods of 
Treatment in the Surgery of Bones and Joints. 
Guy’s Hosp. Gaz., 1914, XXviil, 490. 

By Surg., Gynec. & Obst. 

The author discusses the general principles of 
manipulative or non-operative procedures, their 
indications in surgical practice, and their relation- 
ship to open operations. 

Manipulative procedures are divided into two 
classes: 

1. Gradual movements, active and passive. 

2. Forcible movements under anesthesia. 

The latter if carried to the limits of normal 
motion at one sitting should be followed by vig- 
orous active and passive motion. If complete 
correction of the existing deformity is not possible 
in one sitting, the limb is put up in the best possible 
position and the process repeated at suitable in- 
tervals. Plaster splints are best suited for this 
purpose. A few misapprehensions may be re- 
moved regarding the use of plaster fixation: 

No healthy joint becomes stiff and ankylosed 
by fixation; and the danger of muscular atrophy 
is exaggerated in proportion to the advantages 
obtained. The atrophy, moreover, may be avoided 
to a great extent by the use of removable plaster 
splints. 

Emphasis is laid on the need of greater care in the 















after-treatment of sprains and fractures about joints. 
As much care should be devoted to secure perfect 
function as to the preliminary repair of the damaged 
structure. 

The muscular balance about a joint deserves 
special consideration. The “middle positions” of 
ease assumed in acute inflammations frequently 
lead to contractures, resulting in a disturbance of 
this balance and limitation of movement. The 
treatment of such contractures must vary with the 
age of the deformity, its severity, and whether the 
joint is or is not the seat of old inflammation. 
Tenotomy alone is rarely sufficient because all the 
soft structures of the joints are affected. Over- 
correction of the deformity should be striven for to 
avoid danger of recurrence. 

There is a skeletal as well as a muscular balance. 
It has been said that one-third of all pain to which 
the human body is subject is due to gross mechan- 
ical causes and can be relieved by mechanical 
procedures. Attention is called to the so-called 
traumatic arthritis, such as is seen in the ankle- 
joint after an incompletely reduced fracture at the 
lower end of the tibia and fibula or in the villous 
arthritis of the knees which may follow an old 
knock-knee. Pronation of the feet is frequently 
responsible for malalignment of the skeleton. 
Pain results from the effort to maintain efficiency 
in spite of faulty mechanics. 

In cases of malunion forced manipulation under 
anesthesia will be successful many times, even sev- 
eral months after the fracture. Later, open op- 
eration will be necessary. After sprains adhesions 
are frequently responsible for pain and limitation. 
Many of these are extra-articular, especially in 
the shoulder, and should be broken up if possible. 

Many other valuable hints in the management 
of acquired deformity are given. F. J. GAENSLEN. 


Elliott, G. R.: The Operative Treatment of Con- 
tracted and Deformed Hands in Multiple 
Arthritis. N.Y. M.J., 1914, ¢, 957. 

By Surg., Gynec. & Obst. 
Although it is a time-honored dictum that diseased 
joints should be allowed to rest, the author offers a 
radical operative treatment for non-tuberculous 
joints. However, if such treatment is undertaken 
for joints in active process of disease, or if the after- 
treatment is not properly carried out, the results 
will be bad. The delicately balanced mechanism 
of the hand, which maintains the fingers poised be- 
tween extension and flexion, is easily disturbed by 
the processes of multiple arthritis. The restoration 
of a hand to its normal shape and function is a strik- 
ing accomplishment. The operative technique con- 
sists in reduction with or without incisions. This 
is done under general anesthesia, the deformities 
being overcorrected and the hand and fingers 
placed in splints which will maintain the overcor- 
rection for two weeks. The pain is frequently severe 
for the first three or four days and may need to be 
controlled by morphine or by a local application of 
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aconite, belladonna,and glycerine applied on gauze 
bandages. This treatment has not caused an ex- 
acerbation of the disease in any case. The author 
reports his first three cases in which there have been 
no relapses after two years. W. A. CLarK. 


ORTHOPEDICS IN GENERAL 


Osgood, R. B.: The Relation of Posture and In- 
testinal Derangements to Coxitis. J. Am. M. 
Ass., 1914, lxiii, 2199. By Surg., Gynec. & Obst. 


The author does not seek to show any relation, 
causative or otherwise, between intestinal and 
posture derangements and tuberculosis of the hips 
but calls attention to several cases of toxic arthritis, 
indistinguishable from the tuberculous type, which 
were associated with faulty posture and intestinal 
disturbance. All the cases here reported showed 
a negative von Pirquet reaction and recovered with 
perfect motion and function of the hip. It has been 
the author’s experience that cases of arthritis in 
which the clinical, réntgenoscopic, and pathologic 
findings were typical of tuberculosis have never 
recovered complete function and motion. 

The first case, a girl of 6, had had digestive 
troubles, constipation, and occasional “upsets” 
from her first year. She had pain in the right thigh 
following a long walk, and was unable to bear 
weight on the right leg. She was poorly nourished, 
had a prominent abdomen, flat chest, and round 
shoulders, von Pirquet negative. The measure- 
ments of the right leg were the same as those of the 
left leg. After a course of treatment, consisting of 
mechanical catharsis, inverted position ten minutes 
twice a day. and the wearing of a shoulder brace 
with abdominal support, she improved in nutrition, 
the subjective symptoms in the hip disappeared, 
and motion was normal. 

The second case, a boy of 4, had had mild digestive 
troubles associated with pain in the knee for a 
year. He had an acute attack of pain in the right 
knee following a fall. The posture was suggestive 
of congenital visceral ptosis, as in Case 1. ‘There 
was spasm and restriction of rotation and hyper- 
extension in the right hip; von Pirquet negative. 
There was a disappearance of subjective symptoms 
and a return of normal hip function after treatment, 
as in Case 1. 

The third case, a baby of 14 months, had pain and 
tenderness in the hip, originally diagnosed as 
tuberculous. It was cured under cartharsis and 
regulation of nutrition. W. A. Crark. 


Steindler, A. C.: The Architecture of the Tarsus. 
Am. J. Orth. Surg., 1914, xii, 275. 

By Surg., Gynec. & Obst. 

The author reviews the law of bone transforma- 
tion as formulated in 1892 by Julius Wolff. This 
law was primarily advanced as a protest against 
Hueter-Volkmann’s pressure theory, which claimed 
that increase in pressure inhibited, and decrease of 
pressure stimulated, the growth of bone. 
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The transformation law essentially maintains 
that wherever pressure or traction forces are applied 
to the bone, traction or pressure lines of force will 
be established, following the laws of statics, and 
the inner structure of the bone will be arranged into 
lamellar systems under the guidance of these mathe- 
maticallaws. Quotations from an extensive bibliog- 
raphy show the strength and weakness of this law. 

The author then demonstrates his own studies of 
the architecture of the tarsal bones by sections 
through the tarsus made in sagittal and frontal 
sections as well as by the X-ray projections. 

He concludes by saying that with due allowance 
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to biological influences the inner architecture of the 
tarsus is principally governed by static laws. Under 
these laws the texture of the foot will undergo 
changes, which in a measure are independent of, 
and often greatly exceed, the latitude of motion 
granted by joint action. 

In all the instances cited lines of force are seen to 
pursue their course unerringly through the barriers 
of the tarsal joints, by which they are interrupted, 
but not deflected, in their course. 

The article is accompanied by eighteen cuts, which 
show the lines of force in the various bones of the 
tarsus. Lioyp T. Brown. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Ogilvy, C.: Subluxations of the Atlas upon the 
Axis. Am. J. Orth. Surg., xii, 314. 
By Surg., Gynec. & Obst. 

The author classifies subluxations of the atlas as: 
(1) subluxation forward, backward, to the right or 
to the left, upon the same plane; (2) flexion sub- 
luxation forward, backward, to the right or to the 
left; and (3) rotation subluxation around the odon- 
toid process, to the right or to the left. 

He cites a case of forward fixation and subluxa- 
tion of the atlas, caused by throwing a baseball. 
The case came under his observation about four 
months after the injury. Following manipulation 
and extension the patient gained excellent control 
of the neck. The conclusions following his very 
interesting paper are: 

1. Subluxations of theatlasare of rare occurrence. 

2. All injuries of the cervical spine should be 
X-rayed. 

3. An unexpected sudden jolt or jar without any 
direct blow may be sufficient to produce subluxa- 
tion of the atlas. 

4. The most frequent cause is an injury (often- 
times from a fall) on the top of the head or on the 
back of the neck. 

5. Pressure-symptoms may be slight or entirely 
absent. 

6. The onset of pressure-symptoms may be 
delayed for days and even weeks. 

7. The best classification is one which primarily 
divides the cases into three main groups: (a) Those 
in which the displacement is on the horizontal plane 
—directly forward, backward, to the right, or to 
the left. (b) Those with the displacement on two 
planes, the horizontal and vertical, namely, the 
flexion cases. (c) Those with the displacement 
upon the same plane, but with rotation around the 
axis. 

An absolute line of demarcation cannot be drawn 
in some cases between these three types, as, to a 
certain extent, they are apt to pass one into the 
other. 

8. Subluxations of the atlas are associated with 
fractures in the majority of cases. 


9g. In cases not immediately fatal, associated 
fractures in themselves, either of the odontoid or 
of the atlas, are not of as great significance regard- 
ing prognosis as is the support afforded the atlas. 

1o. If seen at the time of the accident or shortly 
afterward, immediate reduction should be made, 
and a fixation plaster of Paris dressing applied. 

11. Later treatment is called for in every case 
with distressing symptoms. When they are not 
present, leave well enough alone. 

12. Operative treatment should be advised when 
other methods fail to relieve symptoms. 

H. W. MEvYErRDING. 


Giimbel, T.: Treatment of Spastic Paralyses by 
Forster’s Operation (Zur Behandlung der spas- 
tischen Lihmungen mit der Férster’schen opera 
tion). Berl. klin. Wchnschr., 1914, li, 1353. 

By Surg., Gynec. & Obst. 

Up to the present time 107 cases of Férster’s 
operation for Little’s disease have been reported. 
Unfortunately, however, in most of the cases only 
the first results have been reported and the cases 
have not been followed long enough to give the 
ultimate results. 

Giimbel reports 8 cases of his own from which he 
concludes that the results of the operation are very 
unsatisfactory. None of the children have learned 
to walk alone, the chief result for which the opera- 
tion was proposed. The decrease in the spasms is 
not necessarily an advantage, as it may lead to 
weakness of the muscles. He thinks there are also 
post-operative trophic disturbances that contribute 
to this muscle weakness. He thinks, too, that the 
power of the spinal column as a support may be 
decreased by extensive laminectomy. The opera- 
tion is absolutely contra-indicated in cases of idiocy, 
athetosis, epilepsy, luxation of the coccyx, and 
severe spasms of the arms; but even in the small 
group of cases where only the legs are spastic, he 
thinks that better results may be obtained by the 
ordinary orthopedic treatment. Recently pub- 
lished works of other authors tend to confirm his 
opinion. A. Goss. 













Hanes, F. M.: Nerve Injuries Due to Bony Abnor- 
malities. Old Dominion J., 1914, xix, 235. 
By Surg., Gynec. & Obst. 
In view of the fact that the ulnar nerve runs in a 
groove close against the bone, it is astonishing 
that there are so few severe injuries to it from frac- 
tures and dislocations. One very odd type of nerve 
injury, “delayed lesions of the ulnar nerve,’’ has 
been but infrequently reported. 

A typical case is reported of an elbow fracture at 
4 years of age, seen at 35, in which there had been 
wasting and weakness of the right hand for five years. 
The elbow-joint was enlarged, and had incomplete 
extension. The ulnar nerve was the size of a lead 
pencil in the region of the groove; there was muscular 
weakness and atrophy, hypzsthesia, and hypalgesia 
in its distribution. At operation a dense fibrous 
tissue surrounding the nerve was cut longitudinally, 
the groove was enlarged with the result that six 
weeks later sensory changes could no longer be 
found, and the patient’s strength had greatly in- 
creased. The dense fibrous tissue had formed in 
response to continued traumatism by the displaced 
inner condyle. 

The condition must be differentiated from tabes, 
syringomyelia, cord tumors, and neuritis. Cervical 
ribs may cause about the same symptoms and the 
author cites two cases in point. The first, a woman 
of 26, had had pain, varied in character, along the 
right ulnar nerve for five years. The second, a 
woman of 43, had had a constant dull aching pain 
along the ulnar side of the arm for one and one-half 
years. The sensory and muscular changes were 
about the same as in the case with the nerve involve- 
ment. All had great difficulty in apposing the 
thumb and fingers. Examination of the first case 
showed bony prominences of both supraclavicular 
fosse. X-rays showed cervical ribs; the right was 
removed and in three weeks great improvement was 
noticed. Palpation in the supraclavicular fosse of 
the second case showed enlargement on the right. 
X-rays showed bilateral cervical ribs; the right was 
excised. Fortwo days the deltoid, triceps, and biceps 
were paralyzed, but they gradually recovered and 
all pain ceased. Cervical ribs usually cause trouble 
on one side only; it comes on gradually and maybe 
never. At times the radial pulse on the affected side 
is delayed from the rib pressing on the subclavian 
artery. C. A. STONE. 


Katzenstein: Demonstration of Splicing a Plexus 
in Infantile Paralysis (Demonstration zur Plexus- 
propfung bei spinaler Kinderlahmung). Deutsche 
Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The experiments of Heineke and Erlacher possess 
great theoretical interest; but their practical value is 
not so great, because the implantation of a nerve 
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into a paralyzed muscle can be accomplished only 
in paralysis of individual muscles; but for isolated 
muscle paralyses tendon transplantation, and espe- 
cially implantation of muscles, are excellent methods 
of operation. It is much more important to find 
methods of operation in total or subtotal paralysis 
of an extremity, in which conditions we have thus 
far been practically helpless. For these difficult 
cases the author has devised a new operation, viz., 
the splicing of the plexus of such a paralyzed ex- 
tremity with a sound nerve from the other side. 
The assumption in this operation is that prolonga- 
tions grow from the implanted nerve through the 
plexus into the different nerves of the extremity. 

The correctness of the above assumption has been 
confirmed by experimental study and _ clinical 
observation. Paralysis of the arm, similar to 
infantile paralysis, was produced in a monkey by 
sectioning the anterior roots of the cervical cord; 
then a nerve from the sound side was implanted into 
the plexus of the paralyzed arm. Bielschowsky, 
who was associated with the author in these experi- 
ments, could demonstrate new nerve-fibers to the 
finest branches of the ulnar, radial, and median 
nerves. Also in different patients operated upon 
the revivifying of different nerve branches of the 
spliced plexus could be demonstrated. 

The technique of the operation is demonstrated 
on an anatomical plate. In paralysis of the arm 
the supraclavicular nerve was once sutured into the 
brachial plexus of the sound side and twice into the 
descending ramus of the hypoglossus of the sound 
side behind the vessels between the oesophagus and 
the spinal cord. In a paralyzed leg the obturator 
nerve of the normal side with all its end branches 
was sectioned, brought over to the diseased side 
retropcritoneally, and sutured into the plexus. 

Spitzy of Vienna pointed out that an Italian 
author had previously performed a similar opera- 
tion. 

Katzenstein replied that Maragliano’s operation 
was different. In a case of total paralysis of the 
leg he spliced the crural nerve of the paralyzed side 
with a branch of the crural of the sound side. The 
characteristic point about his (Katzenstein’s) 
operation is the use of a nerve in its totality for 
conduction, and especially the suturing of it into the 
plexus of the paralyzed side. 





Von Hacker: Direct Implantation of Nerves into 
Muscle and Muscular Neurotization in a Case 
of Paralysis of the Trapezius (Direkte Nerven- 
einpflanzung in den Muskel und muskulire Neurot- 
isation bei einem Falle von Cucullarislihmung). 
Zentralbl. f. Chir., 1914, xli, 881. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The question of the implantation of nerves direct- 
ly into paralyzed muscles has recently been brought 
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to the foreground again in orthopedic surgery by the 
work of Erlacher and Heineke. 

Von Hacker reports a case which he operated 
upon early in 1907, in which he implanted the nerve 
directly and carried out a muscular neurotization 
as Gersuny had done a short time before. After 
the operation there was paralysis of the trapezius 
as a result of injury to the accessory nerve. Since 
nerve-suture was impossible technically, the central 
stump of the accessory was implanted directly into 
the trapezius, and a flap was also split off from the 
levator scapule and united to the freshened trape- 
zius. At a later operation a piece of muscle, this 
time from the deltoid, was also sutured on in the 
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same way. The result was excellent. The arm 
could not only be lifted up to the perpendicular 
position, but also, for mechanical reasons, there was 
a restoration of the injured shoulder muscle. 
Although at that time the reason for this good 
result could only be surmised, since both a periph- 
eral nerve implantation into a nerve plexus and a 
restoration of the scapular portion of the trapezius 
had been carried out, Erlacher’s conclusive experi- 
mental and histological studies remove all doubt as 
to the great importance of muscular neurotization 
and direct nerve implantation. Von Hacker cer- 


tainly deserves the credit of having first performed 
this operation that promises so much. 


SPITzy. 


SURGERY OF THE SKIN, FASCIA, AND APPENDAGES 


Sprengel: Hastening the Healing of Granulating 
Wound Surfaces by Dividing Them (Die Be- 
schleunigung der Heilung granulierender Wund- 
flichen durch Teilung). Deutsche Gesellsch. f. Chir., 
1914. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Although the problem of getting granulating 
wounds to cicatrize quickly has been solved in 
general, there are certain cases that are not satis- 
factory, either because the injured surface is too 
large or because peculiar conditions demand a more 
resistant material. Under these conditions the 
author recommends dividing the large wound by 


one or more skin-flaps passing transversely across 
the surface of the wound. A large flap can be made 
from one side, or, better still, two shorter flaps, one 
from each side, with strong well-nourished pedicles, 
brought together in the middle. The granulations 
are cut away in a trough shape corresponding to the 
breadth of the flap. The principle of the operation 
is that at least two new wound edges are artificially 
created in addition to those already existing, from 
which scar formation is hastened in a truly sur- 
prising way. Pictures of individual cases are given. 
KATZENSTEIN. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Pim, A. A.: Carbolic Acid in the Treatment of 
Tetanus. Practitioner, Lond., 1914, xciii, 819. 
By Surg., Gynec. & Obst. 


The author cites a case of tetanus in an adult, 24 
years of age, in whom the early symptoms had 
passed unrecognized. He was seen five days after 
the first spasms of the jaw had appeared, at which 
time he was quite rigid, and the slightest sound or 
touch produced clonic spasms. A large septic ulcer 
of the leg, which was evidently the source of the 
infection, was excised, and a pad soaked in carbolic 
acid applied to the wound. Thirty minims of a 
1:100 solution of carbolic acid was injected hypo- 
dermatically every three hours. 

A distinct improvement was noted at the end of 
forty-eight hours; the spasms were less frequent and 
the pain was relieved. Carboluria appeared twice; 
each time the injections were stopped until it passed 
off. The patient made a complete recovery. 

The author states that a veterinary surgeon in the 
vicinity had treated seven cases, one case with car- 
bolic acid alone, which recovered; another veterinary 
surgeon treated four cases with four recoveries. 


The author states that the action of carbolic 
acid has no specific antagonistic effect upon the 
tetanus toxin, and that it is likely that it is the 
anesthetic property of carbolic acid which brings 
about the beneficial effect. © Arruur B. Eustace. 


Fischer, H.: Diabetes and Surgery (Diabetes und 
Chirurgie). Deutsche Zischr. f. Chir., 1914, cxxxi, 
404. By Surg., Gynec. & Obst. 

Fischer discusses the various surgical complica- 

tions of diabetes, such as diabetic carbuncle, per- 
forating ulcer of the foot, the various forms of 
gangrene, diabetic necrosis of internal organs and 
of bone, also major operations on diabetic patients. 
In a total material of 86 cases he lost 42, a mortality 
of 48.8 per cent; of 57 patients operated upon for 
surgical complications of diabetes there was a mortal- 
ity of 31, or 54.5 per cent; of 11 amputations for 
diabetic gangrene, the mortality was 8, or 72.7 per 
cent, and of 14 major operations on diabetic pa- 
tients, 5, or 36 per cent. Other operators have had 
much more favorable results; for instance, Karewski 
in his operative cases and Kiister in his amputa- 
tions had a mortality of 14.7 per cent; but they also 
had much better material and more favorable condi- 
tions for their operations. 
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Tuffier operated on 15 diabetics for new-growths 
and lost 6, or 40 per cent; Mayer reports 11 opera- 
tions for gangrene with 6 deaths, 54.6 per cent, and 
among 61 patients with diabetic gangrene not 
operated upon there were 49 deaths, or 80.3 per cent. 

The question of operation in diabetes can be 
decided only by careful study of an immense amount 
of material; so all collections of operations, even 
though only small ones, should be published. 

A. Goss. 


Wainwright, J. M.: The Present Status of Our 
Knowledge of Shock. Penn. M. J., 1914, xviii, 
180. By Surg., Gynec. & Obst. 

The question of shock is rapidly reaching an al- 
most metaphysical basis. Definite ideas, and more 
particularly, definite plans of action in preventing 
or treating a condition immediately threatening 
the very life of a patient, are imperatively needed 
by clinicians. This is truly the vital point of the 
question. 

The two main principles in the prevention of 
shock are blood-pressure and nerve-blocking. From 
these has grown Crile’s wonderful system of anoci- 
association. Anoci-association is the logical cul- 
mination of all the work that has preceded. Careful 


attention to anoci-association will show proof that 
cannot be contravened in a thousand laboratories, 
especially warring laboratories, 
lowered operative death-rate. 

To illustrate the value of anoci-association, the 
author appends to his article a table of all hysterec- 


and that is a 


tomies operated on since the adoption of the neces- 
sary technique. Excluding two perfectly legitimate 
exceptions, the average pulse-rate for seventeen 
hysterectomies the evening before operation was 89; 
the average pulse-rate the evening after was 80. 
These patients were all operated upon in the morn- 
ing and the record after opération was for the eve- 
ning of the same day. Some of these patients were 
very much exsanguinated by prolonged hemor- 
rhages and some had very large tumors, the largest 
weighing four and one-half pounds. 

The value of the method by which a series of 
seventeen such severe cases can be operated upon 
with an average pulse-rate of nine beats lower than 
before operation is incontestable. 

The table is of interest in showing that the method 
itself works just as satisfactorily in the hands of 
surgeons who do not possess the wonderful dexterity 
or the wonderfully organized clinic of Crile. 

Epwarp L. CornELL. 


SERA, VACCINES, AND FERMENTS 


Goodman, C., and Berkowitz, S.: Ferment Diagno- 
sis (Abderhalden) for Cancer. Surg., Gynec. 

& Obst., 1914, xix, 797. By Surg., Gynec. & Obst. 
The authors report that they had obtained 30 
reactions out of 33 cases of malignancy and the 
results obtained corresponded to the operative, 
clinical, and post-mortem findings. They empha- 
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size the following imperative precautions to be 
observed in order to obtain satisfactory results 
with the dialysis test: 

1. Absolute asepsis and especial cleanliness in 
caring for the glass-work. 

2. The substrate must be thoroughly macerated, 
for, as Abderhalden emphasized, unless the tissse 
has been minutely divided before boiling it cannot 
be entirely freed from blood. The substrate must 
be tested before each series of reactions. 

3. The serum must be centrifuged until all 
traces of red blood-corpuscles are removed. Dis- 
colored serum should be discarded. 

4. The thimbles must be tested and then handled 
with great care to avoid reaction due to perspiration 
or bacterial contamination. Blowing the water 
from the wash-bottle may contaminate it with 
saliva sufficient to produce conflicting results. 

In conclusion one is competent to perform the 
test only when such skill is acquired that negative 
cases are diagnosed as negative. 


Sherman, G. H.: Bacterial Vaccines and Anaphy- 
laxis. Jnicrnat. J. Surg., 1914, xxvii, 416. 
By Surg., Gynec. & Obst. 

The author seeks to prove that the fears of many 
physicians concerning resultant protein poisoning 
from the use of bacterial vaccines are groundless. 
The sensitizing dose is .ooooor ccm. which contains 
about .oooo8 mg. of protein. It requires 2 mg. of 
horse serum protein to kill a sensitized guinea pig, 
which is 400,000 times the amount necessary to 
sensitize the animal. Man weighs about 300 times 
as much as a guinea pig, hence the minimum killing 
dose to an individual who has been sensitized would 
be not less than 450 mg. It has been estimated 
that the number of dry germs per mg. is on an aver- 
age about 4,500,000,000. If we assume that 450 mg. 
is the minimum fatal dose to a sensitized individual 
and that 450,000,000 organisms is the average initial 
dose in a vaccine, as this dose would contain .o1 mg. 
of protein, it would require 1o times 450 or 4,500 
times the average dose of vaccine to produce ana- 
phylactic death. This would amount to a half- 
gallon of the usual vaccine; hence it is clear that 
bacterial vaccines could never be given in doses large 
enough to produce protein poisoning. He claims 
that the danger of the vaccine in causing a rapid 
disintegration of the infecting organism and a re- 
sultant protein poisoning is contrary to actual 
experience and needs no further proof. 

On the other hand, if the individual be previously 
sensitized by serum, then a subsequent dose of 
serum might produce anaphylaxis. In such cases 
he advises the giving of small doses at short intervals 
until the possible excessive enzymes are consumed, 
after which large doses will be devoid of danger. 
He says that bacterial vaccines in therapeutic doses 
are non-toxic and their action is entirely one of sen- 
sitization, and that the improvement in symptoms 
is due to a destruction of the invading organism by 
the body. Henry J. VAN DEN BERG. 
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BLOOD 


Heys, A.: The Treatment of Certain Injuries and 
Diseases by Bier’s (Arterial) Hypereemic Meth- 

od. Med. Press & Circ.. 1914, cxlix, 422. 
By Surg., Gynec. & Obst. 

Heys states that the object of Bier’s treatment 
is to cause a hyperemia of the parts referred to. 
This is produced (1) by means of an elastic band; 
(2) by cupping glasses; (3) by means of hot air. 
Heat has also been applied in the shape of baths, 
poultices, etc. 

The hot-air method is particularly adapted to 
cases of old-standing arthritis, both rheumatic and 
traumatic, and neuralgias of all varieties. It may 
be applied surgically in bringing exudates of blood 
and serum to rapid absorption, especially after 
sprains. The author states that the treatment has 
been very effective in reducing the oedema and 
stiffness of a Colles’ or Pott’s fracture. 

Beneficial results are also claimed in the treat- 
ment of varicose veins, even when ulceration be 
present, although a recent thrombosis contra- 
indicates the hot-air bath. Several cases of chronic 
eczema have also been benefited by this treatment. 

EUGENE CARY. 


Ohkohchi, T.: Control of Hemorrhage (Uber die 
Blutstillung). Beitr. 2. klin. Chir., 1914, xciv, 620. 
By Surg., Gynec. & Obst. 


The methods of controlling haemorrhage may be 
classified as physical, chemical, and biochemical. 
The ideal method, ligature, is not applicable to 


parenchymatous organs. ‘Tamponade necessitates 
leaving the wound open with danger of infection 
and secondary haemorrhage. The biochemical 
method is the transplantation of living material 
to the bleeding spot. Muscle, fat, fascia, omentum, 
etc., are used. Recently Kocher and Fonio have 
reported on a new substance, coagulen, found in 
normal blood-platelets and said to hasten the forma- 
tion of thrombokinase. 

Ohkohchi has experimented with rabbits as to 
the effect of transplanting living tissues, such as 
muscle, fat, fascia, and omentum in stopping hemor- 
rhage from parenchymatous organs, especially the 
liver, spleen, and kidney. In general he found that 
the hemostatic effect of living tissues is largely a 
mechanical one and that the thrombokinase has a 
minor effect. In order to stop haemorrhage the 
tissues must have a certain size and thickness, the 
wound must be carefully cleaned, and the flap 
pressed against the wound for several minutes. 
The ability of the tissue to adhere to the wound 
surface plays an important role and is most marked 
in muscle-tissue. 

Muscle-tissue is the most useful material because 
it adheres promptly, while fat is friable, and fascia 
easily rolls itself up. In operations on the liver a 
flap of omentum is most useful. In kidney opera- 
tions perirenal fat is conveniently used. 

In reference to the haemostatic effect, muscle- 


tissue stands first, fascia last. Healing is delayed 
if the transplanted tissue undergoes necrosis. In 
wounds of the liver a large percentage of the muscle 
flaps became necrosed. In kidney wounds muscle 
usually healed in without necrosis. Omental flaps 
rarely become necrotic. Adhesions to neighboring 
organs are more frequent in muscle transplantation. 
Secondary hemorrhages cannot be _ prevented 
absolutely in every case. After healing one finds 
connective tissue proliferation in the adjacent 
parenchyma with injury to the epithelial cells. 
Ohkohchi also experimented with foreign bodies 
to stop hemorrhage. Pieces of intestine and 
bladder disinfected with iodine—potassium iodide 
solution—were used successfully. Finally pieces of 
sponge sterilized by boiling were found to have a 
prompt hemostatic effect on parenchymatous 
wounds. E. P. ZEISLER. 


Hartwell, J. A.: A Consideration of the Various 
Methods of Blood Transfusion and Its Value. 

N. Y.St. J. Med., 1914, Xiv, §35- 
By Surg., Gynec. & Obst. 

Hartwell’s consideration is based upon a study of 
the recent literature. Blood transfusion, he says, 
is in reality a homologous transplant of living tissue, 
the tissue being a complex fluid which possesses the 
peculiar property of coagulating under certain con- 
ditions. We do not know that a small dose will 
not produce, by chemical interaction, the same effect 
as a massive dose; and small doses frequently re- 
peated may serve best in certain cases. The only 
condition in which a massive transfusion of whole 
blood seems indicated is after a loss from direct 
hemorrhage of such severity that life is endangered 
because of insufficient blood to maintain oxygena- 
tion. 

There can be no argument against transfusion, 
properly performed, in cases of acute hemorrhage. 
The indication in ruptured extra-uterine pregnancy, 
gastric and duodenal ulcers, and in typhoid perfora- 
tions, for instance, is to replace the blood which is 
lost. Although the red cells may be rapidly de- 
stroyed, they serve as oxygen carriers during a 
critical period, and may tide over an emergency 
until the bone-marrow can replace the cells that 
are lost, or until a needed operation can be performed. 

When the loss of blood is the essential feature of 
the pathological process, as in hemophilia and hem- 
orrhage of the newborn, the indication is double: 
to replace the blood lost, and to so affect the or- 
ganism that no further bleeding shall occur. The 
first may require a massive transfusion; for the 
second, a small intramuscular injection of horse 
serum or of the thrombin solution of Clowes 
and Busch is simpler and as effective. Ex- 
cept in emergencies, then, serum should be the 
choice in this class of cases. In cases of primary 
or secondary anemia not associated with hamor- 
rhage, transfusion, so far as evidence goes, has only 
a temporary value. It may tide a patient over an 
emergency, or cause a transient improvement, but 
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it does not meet the underlying pathological con- 
dition and cannot be considered curative. 

The use of transfusion in infectious processes, 
local and general, has been disappointing. Isolated 
apparent successes make the problem worthy of 
further study, particularly along the lines of the 
employment of serum from a person who has re- 
cently recovered from the same infection. 

The ideal technique for transfusion involves four 
factors: absolute asepsis; no blood change; ability 
to measure the quantity transfused; and 2ase ot 
accomplishment for donor, recipient, and operator. 
Of the three methods in vogue, the intima-to-intima 
method, popularized by Carrel, is a difficult pro- 
cedure of considerable magnitude which affords 
no measure of the amount transfused. The second 
method, the employment of a paraflin-coated tube 
as a connecting link between donor and recipient, 
is also far from ideal, as no quantitative estimation 
is possible and the danger of clotting is always 
present. 

The best method is one employing an intermediate 
receptacle, either making the transfer so rapidly 
that the blood has been drawn and discharged into 
the recipient’s vein in less than the normal coagula- 
tion time (Lindemann); or by the simpler tech- 
nique of adopting means to delay or prevent coagu- 
lation. 

The use of a parafiin-coated apparatus, of which 
there are several types, has a very serious objection 
—the difficulty of completely coating the entire 
system with a thin smooth layer. The danger 
attending any error in itsaccomplishment is obvious. 
To meet this difficulty Satterlee and Hooker have 
perfected a method which promises to fulfill all 
requirements. They avoid contact of the blood 
with traumatized tissues by introducing an outside 
cannula into the donor’s vein, and passing a second 
cannula, connected with the receptacle, within this 
and further into the vein. To prevent coagulation, 
they employ hirudin—leech extract—1 to 500 in 
9 per cent NaCl solution; 2 ccm. will wet the 
inside of a 220-ccm. receptacle, and will prevent 
coagulation for 20 minutes, which allows plenty 
of time to empty the receptacle through a cannula 
already introduced into the recipient’s vein. This 
amount of hirudin can cause no danger to the re- 
cipient, even in cases of hemophilia, for it is one- 
six-thousandth of what has been established as a 
harmless dose. ALBERT EHRENFRIED. 


BLOOD AND LYMPH VESSELS 


Horsley, J. S.: A New Method of Lateral Anasto- 
mosis of Blood-Vessels and an Operation for 
the Cure of Arteriovenous Aneurism. /7r. 
South. Surg. & Gynec. Ass., Asheville, 1914, Dec. 

By Surg., Gynec. & Obst. 


Horsley reviews brietly the history and technique 
of lateral anastomosis of blood-vessels, both when 
uniting an artery to a vein, as in reversal of the 
circulation, and when uniting vein to vein, as in 
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Eck’s fistula. He doubts the practical utility of 
reversal of the circulation and mentions some of his 
experiments which are not yet ready for full report, 
but which seem to show that in reversal of the circu- 
lation by the end-to-end method the blood returns 
to the heart by anastomotic venous branches a short 
distance below the site of operation; they also show 
that the arterial blood in the reversed femoral vein 
never reaches the foot. If the circulation is to be 
reversed, however, it should always be done by 
lateral anastomosis and not by the end-to-end 
method. 

He describes a clamp which he has devised for 
lateral anastomosis of blood-vessels. It is five 
inches in length, has delicate curved blades, and 
the handles are in an axis with an imaginary line 
drawn from the tip to the heel of the blades. This 
permits the handles to lie flat and they are out of 
the way during the suturing. 

The forceps can also be used for temporary 
occlusion of blood-vessels and for the cure of arterio- 
venous aneurism. In a lateral anastomosis the 
vessels are clamped by two of these forceps and held 
together by two sutures near the end of the pro- 
posed anastomotic opening. The opening is made 
with scissors, and a tractor suture is placed in the 
outer wall of each vessel but not tied. The sutur- 
ing is done with a curved needle, the knot being on 
the outside. A continuous overhand stitch is 
used, and when the other angle has been reached 
one of the tractor sutures in the outer wall is with 
drawn and a tractor suture placed so as to unite 
both walls. This when pulled upon everts the 
intima and makes the suturing easier. The thread 
is tied to the short end which was grasped in the 
hemostat when the first knot of the continuous 
suture was made. 

In using the forceps for arteriovenous aneurism, 
the vessels are first dissected down to the aneurism, 
and first the artery and then the vein are grasped 
by the forceps near their point of communication. 
The communication between them is then divided 
and the opening sutured. This makes the opera- 
tion easier even when a tourniquet is applied, but it 
should be especially valuable where no tourniquet 
can be used, as in the upper femoral region. 


POISONS 


Steinmann, F.: A New Treatment for Putrid 
Abscess (Eine neue Behandlung stinkender Ab- 
scesse). Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In the treatment of putrid abscess the author 
conducts a continuous stream of oxygen or air into 
the base of the abscess. As large a rubber drain as 
possible is passed into the base of the abscess; into 
this a narrower rubber catheter is introduced and 
connected by a tube with an oxygen tank or an air 
blast. The stream of oxygen or air has a drying 
effect, mechanically removes the secretion, and kills 
the anaérobic bacteria. The effect is a rapid dis 
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appearance of the odor and secretion, so that very 
soon the drain can be shortened daily and ordinarily 
removed after a few days. The method, which 
demands some skill and careful watching, shortens 
the duration of putrid abscesses one-half or more. 
It can be carried out with oxygen in any private 
house. In any hospital or private house a hydro- 
static blast may be attached to the water fixtures. 
KATZENSTEIN. 


Kiister, H.: The Value of Peristaltin in Laparotomy 
(Uber den Nutzen des Peristaltins fiir die Laparo- 
tomierten). Zentralbl. f. Gyndk., 1914, xxxviii, 1096. 

By Surg., Gynec. & Obst. 

The author endeavored to determine the value of 
peristaltin in stimulating bowel peristalsis on 
laporotomy patients. He first determined the 
time when bowel peristalsis became effective, using 
the expulsion of flatus as the indicator. On 31 
patients he found that, on an average, flatus was 
expelled at the end of 41 hours. Peristaltin then 
began to result and in 8 cases he injected 0.5 ccm. 
intramuscularly on the evening following the opera- 
tion. No appreciable shortening of the time was 
observed, although he gained the impression that 
bowel peristalsis commenced earlier and that the 
patients suffered less. 

In the next series of 28 cases submitted to lapa- 
rotomy the author injected 0.5 ccm. one-half hour 
before operation and another o.5 ccm. on the evening 
following the operation. The first 8 cases showed 
surprisingly good effects from the peristaltin, flatus 
being expelled on an average of 17 hours after 
operation. The patients did not appear to have 
been laparotomized, so fresh was their appearance. 
In the remaining 20 cases, however, results were not 
so good, although the time for bowel activity was 
shortened from an average of 41 hours for those who 
received no drug to 33 hours for the 28 in this series 
who received the drug. The general condition of 
the patients, subjectively and objectively, was much 
improved, from which the author concludes that 
the condition of patients after laparotomy depends 
considerably upon the time when bowel activity is 
established. The author believes the last method 
of treatment is to be preferred as a routine aid; if 
no effect is observable on the second evening follow- 
ing the operation, another 0.5 ccm. should be ad- 
ministered. L. A. JUHNKE. 


ELECTROLOGY 


Dodd, W. J.: Treatment of Acute Réntgen Ray 
Dermatitis. Am. J. Réntgenol., 1914, i, 430. 
By Surg., Gynec. & Obst. 


Dodd’s article was prompted by the possible 
renewal of untoward réntgen effects incident to the 
installation of powerful apparatus in small hospitals 
with unqualified and untrained operators in charge. 
The Coolidge tube has added another source of 
danger in the hands of those ignorant of its power. 

Twelve cases of réntgen dermatitis were seen by 
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Dodd in 1914. Seven cases of alopecia from frontal 
sinus exposures, which were due to repeated ex- 
posures; three resulted from small high-frequency 
coils used in dental work; two from fluoroscopic 
examinations to determine a Pott’s fracture. As 
a preventive treatment, Dodd recommends bath- 
ing the parts in bicarbonate of soda solution. 
Results of further experiments to establish the 
uniform success of the bicarbonate treatment will 
be published soon. 
For acute réntgen dermatitis the author recom- 

mends the following whitewash: 

Zinc oxide 

Phenol 

Glycerine 

Aque calcis , 

Directions: Shake well and bathe the area for 
five to ten minutes, twice or three times daily. 
Avoid heavy dressings and when possible expose the 
lesion to the air. Do not apply the remedy on a 
dressing and allow to remain for five or ten minutes, 
but put it on directly and let the air get to the lesion. 
Under no circumstances use an ointment. Use a 
fresh quantity of wash every time it is applied and 
do not leave the fluid exposed to the air. 
E. H. SKINNER. 


Nordentoft, J. and S.: Experiences with R6ntgen 
and Radium Treatment of Cancer (Nogle 
resultater af R6ntgenbehandlung med nogle Be- 
maerkninger om radium og réntgen). Ugesk. f. 
Leger, Kjdébenh., 1914, Ixxvi, 1541, 1556. 

By Surg., Gynec. & Obst. 


J. Nordentoft tabulates the minute details of 21 
cases of external cancer in which the patients were 
apparently cured, as the cancer has vanished and 
there has been no sign of recurrence during the 
interval since, which ranges from a few months to 
three years. The tumors were all on the face except 
one at the mouth of the urethra. 

S. Nordentoft was the first physician in Denmark 
to report a case of deeper cancer with multiple 
metastases in which a clinical cure was realized with 
réntgen exposures. The patient, a young woman, 
had had one ovary removed fifteen months before 
for a supposed benign tumor. The cancer was in 
the remaining ovary, which was then removed. 
Three weeks afterward the réntgen treatment was 
begun when several metastatic lumps could already 
be felt. One in Douglas’ pouch was a knobby tumor 
as large asa fist. The réntgen treatment was applied 
systematically and the metastatic tumors subsided; 
others developed at other points again and again, 
and each time they retrograded under réntgen treat- 
ment. Several times he had expected to present 
the patient at a meeting of his medical society but 
each time new metastases developed in the interval 
between the sending in of the notice and the meeting. 
At present no tumors can be palpated and there is 
apparently nothing abnormal in the pelvis except 
that the serosa is rough and irregular in Douglas’ 
pouch. He has not given up hopes of a final cure 
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as the metastases develop now at longer intervals 
and seem to be more susceptible to the réntgen 
rays. There is also a kind of auto-immunization 
to be counted on, like a vaccine therapy, from 
absorption of the cancerous tissue. 

Nordentoft reports a number of other cases of 
cancer which have been given réntgen treatment 
with encouraging results. He regards it as superior 
to operative measures even for superficial cancers, 
as it does not sacrifice any tissue; even the stroma of 
the cancer is saved, and he believes that there is less 
danger of recurrence. Last but not least, patients 
come for treatment at an earlier stage when they 
know they do not have to submit to a mutilating 
operation. His experience with radium, on the 
contrary, has been unfavorable. He emphasizes 
the fact that treatment of cancer requires individual- 
ization and skillful application of adjuvants as 
needed. A. Goss. 


Levin, I.: The Relation Between the Surgical 
Treatment and Radiotherapy of Cancer. Med. 
Rec., 1914, Ixxxvi, 615. By Surg., Gynec. & Obst 

The author discusses the limitations and results 
of surgical treatment of carcinoma and gives his 
own technique for the application of radium therapy 
and of réntgen therapy. 

Since cancer remains during the greater part of its 
development a purely local disease the success of 
local treatment is considerable; but surgery alone 
is able to give relief in less than 30 per cent of cases 
and as no further progress can be expected in this 
method of treatment, other methods must furnish 
whatever advance is to be made. Radiotherapy 
is the only physical method having merit. It is 
based on the so-called selective action of the rays 
on the cancer-cell. Through the biochemical ac- 
tion the cells become diseased and if the dose is 
sufficient the cells are destroyed. The author be- 
lieves that radium rays should be used when the 
disease area is limited in extent and involves organs 
within whose lumen the radium can be placed, as 
the trachea, oesophagus, rectum, and vagina. ‘The 
combined surgical and radiotherapy treatment is 
the ideal one. Surgery must remove the gross 
tumor whenever possible and radiotherapy must 
destroy the small islands of cancer tissue which are 
usually left behind, even in radical operations. It 
is important that one method follow the other 
promptly. 

Malignant tumors are classified in the light of the 
combined treatment under three groups as follows: 

1. Superficial, or those seated in and under the 
skin. These are most easily influenced by the 
rays and usually surgery is not needed to effect a cure. 

2. Deep, or those seated in and under the mucous 
membranes. The author considers this group of 
cases the true domain of radiotherapy. Surgery 
or diathermy, however, should be used to remove 
the greater part of the tumor. 

3. Internal, or those seated in and under the 
serous membranes. These are considered least 
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amenable to radiotherapy. Wherever possible, the 
growth, if inoperable, should be brought nearer the 
surface so that it can be more easily influenced by 
the rays. 

It is expected that the Coolidge tube will 
make it possible to treat the deeper tissues as 
advantageously as the superficial lesions are now 
cared for. The outlook is considered at least hope- 
ful, even in the inoperable cases. 

WiiiiAm. A. Evans. 
Heidenhain, L.: Radiotherapy of Carcinoma 

(Die Aussichten der Strahlentherapie wider die 

Karzinome). Strahlentherap., 1914, v, 25. 

By Surg., Gynec. & Obst. 

Heidenhain emphasizes the fact that carcinomata 
in different parts of the body are entirely different 
in their course, and that conclusions drawn from the 
treatment of cancer of the uterus, for example, 
cannot be applied to cancer of the breast or other 
region; even carcinomata of the same region have 
an individuality; they do not react in the same way 
to a given treatment. The chief question in his 
mind in regard to radiotherapy is not whether it 
can be substituted for surgical treatment, but 
whether the results of surgery can be improved 
by combining radiotherapy with it. 

Great advances have been made in the surgical 
treatment of carcinoma in the past 25 years, and 
those advances are positive facts; it would be a 
great mistake to give them up for hopes held out 
by another form of treatment, however brilliant 
those hopes might be. One great danger to be 
feared is that the public will become so enthusiastic 
in regard to réntgen treatment that they will 
demand it and refuse operation. No greater service 
can be done the patient than to point out that early 
operation is the only certain method of combating 
cancer, and that while radiotherapy is very promis- 
ing in certain cases it should be used only as a sup- 
plement to operation. Cancer of the uterus is the 
most amenable to réntgen treatment. It must al- 
ways be borne in mind that réntgen doses that do 
not destroy carcinoma stimulate its growth. ‘There- 
fore if réntgen treatment is given in response to 
popular demand in unsuitable cases there will be 
an increase in the number of inoperable carcinomata. 

A. Goss. 


Sparmann, R.: Experiences in the Treatment of 
Malignant Tumors by Radium. Aun. Surg., 
Phila., 1914, lx, 567. By Surg., Gynec. & Obst. 

Sparmann reports the experiences in the treat- 
ment of malignant tumors by radium in the Gen- 
eral Hospital of Vienna. During a period of about 
nine months 52 cases of inoperable malignant 
growths were treated. He emphasizes particularly 
that only inoperable cases were treated by radium, 
because from the very beginning the members of 
the staff were convinced that radium should not be 
used in operable cases. ‘They also have used radia- 
tion following an operation on tumors which were 
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not radically removed. In every case the clinical 
diagnosis of malignant tumor was confirmed by 
histological examination. 

They had at their disposal 225 mg. radium and 
150 mg. mesothorium. This quantity was divided 
and placed in fifteen applicators, which were applied 
partly externally and partly internally; in the latter 
case in the periphery of the tumor. Frequently the 
tumor was reduced as much as possible before the 
irradiation; cross fire was also used. The filters 
were made of silver, gold, platinum, magnalium, 
and brass, or of rubber in various thicknesses. 

At first they gave big doses up to 11,000 mg. 
hours at a time. In the last five months, however, 
they used at the most 1200 to 2000 mg. hours 
for one dose. The change was made because it was 
found that it often had such a great influence on the 
general condition of the patient, or that the radium 
destroyed the healthy tissues far beyond the limits 
of the tumor in too short a time. In every case 
the patients were given arsenic in the form of 
Fowler’s solution to improve their general condition. 

Their cases were divided into two series, the first 
of which received preventive and the second cura- 
tive treatment. Of 6 cases treated in the first way 
only one has remained free from recurrence. Among 
all the cases treated curatively as well as preventive- 
ly only 11 have remained free from tumors up to 
this time. Of these 7 cases treated curatively 
5 were cases of epithelioma cutis (basal zellencarc). 
One was a case of carcinoma lingua, one a case of 
metastasis in the lymph-glands after sarcoma axille. 
Of the 4 cases treated preventively 3 were carcinoma 
of the mucous membrane of the mouth, one was a 
case of sarcoma orbit. In 6 cases improvement 
was noted, 14 were aggravated, and in 5 no effect 
could be seen during the period of treatment. 
Seventeen patients died; of these 11 died of tumor, 
mostly of cachexia, one from hemorrhage, 2 of 
meningitis, one of old age, one of diabetes, and one 
of mediastinitis. The author’s conclusions are: 

From the above-mentioned results it may be 
seen that radium is not a panacea for malignant 
tumors. Aside from the fact that it does not always 
help, it often even injures patients as well in regard 
to the local lesions as by its harmful effect upon the 
general condition, manifested by tachycardia with a 
pulse-rate up to 120 and r4o, dizziness, weakness, 
and vomiting. The latter has been observed 
especially after irradiation of the neck, probably due 
to irritation of the vagus. The local ill-effect is 
especially marked in that the healthy tissues are 
badly injured, so that it is impossible to prevent 
their further destruction. There is furthermore 
great danger of causing a hemorrhage or perfora- 
ting hollow organs, such as the intestines. There 
were 11 haemorrhages in the series, one of them 
lethal. One patient died of mediastinitis. 

There is no such thing as an elective effect. The 
tumor-cell is not more easily destroyed because 
of the specific action of the radium itself, but, being 
a degenerated cell, it is more susceptible to the 
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effect of any trauma. A greater susceptibility of 
the epithelium is seen only in contrast to the fibrous 
tissue. 

As far as histological changes are concerned, the 
statement can only be made that there is no specific 
change in the tissues to be seen by radium irradia- 
tion. All that can be seen is necrosis and subse- 
quent scar-formation, such as could be formed 
spontaneously in any tumor tissue. 

Radium has only a local effect; therefore it can 
never take the place of an operation by which all 
parts of tumor dissemination can be reached, as by 
the Wertheim operation of cancer of the uterus, or 
by the operation of cancer of the breast with removal 
of the lymphatic glands. It has been noticed in 
certain cases that during the treatment metastatic 
foci have been formed in the lymphatic glands. 

The indication for treatment by radium in the 
case of a growth which has attacked a vital organ 
must be the same as for an operation. 

The hopes placed in radium as a new and success- 
ful means in the treatment of malignant tumors 
have not as yet been realized. Moreover, the num- 
ber of cases which might be considered suitable 
for treatment shrinks constantly as further experi- 
ments develop the effects. GreorcE E. BEIsy. 


Abbe, R.: Radium Beta-Rays; the Efficient Factor 
in Repressive Action on Vital Cells. Med. Rec., 
1914, Ixxxvi, gog. By Surg., Gynec. & Obst. 


In conjunction with Prof. Packard, Pegram, and 
others, Abbe has carried out a series of experiments 
with radium upon vegetable cells and upon some 
of the lower animals, such as mealworms and the 
lower forms of life found in the sea. The direct 
purpose of these experiments was to ascertain the 
influence of the B-ray which he believes to be the 
chief factor. He concludes as follows: B-rays 
separated from radium are demonstrated to be the 
efficient force most active against living cells. 
These rays are electrons or particles discharged 
from the radium atom, each bearing a charge of 
negative electricity. What the force is which 
actuates living cells is unknown, but it adds one 
link to the chain of facts to know that a charge of 
negative electrons carried into certain types of 
disorderly growing tumor-cells reduces them to 
orderly growth permanently. 

Attention is also called to the fact that the stimu- 
lating properties of radium have been confused with 
the stimulation that is often observed in the natural 
growth of tumors, and while in some of the former 
experiments stimulation was observed the _ con- 
clusions now are that it was due to an error in 
technique. W. S. Newcomet. 


Boggs, R. H.: Radium and Mesothorium in Con- 
junction with R6éntgen Therapy. JN. Y. M.J., 
1074, €;. L158. By Surg., Gynec. & Obst. 


During the past few years physicists have proved 
that both the X-rays and y-rays are ether impulses 
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identical in nature, differing only in wave length and 
power of penctration, but, on account of the adapt- 
ability it is impossible to advocate the extended use 
of one to the exclusion of the other. Where large 
areas are to be treated and there are deep-seated 
growths in which there is an intervening layer of 
healthy tissue, the X-rays have the preference, while 
the best results with radium are attained chiefly in 
those cases in which the radio-active substance is 
brought into contact with the growth either in or on 
it, and in which the thickness of the tumor does 
not exceed four centimeters. 

From a clinical standpoint, Boggs believes the 
penetration, method of filtration, and accessibility 
of application, more than the agent employed, deter- 
mine the results in nearly all diseases which have 
been treated by the réntgen ray and radium. Of 
course, radium and mesothorium are supposed to 
have about ten times greater penetration than even 
the Coolidge tube. There are only a few lesions 
where such light penetration is needed or used; 
because, even when treating with radium, most 
lesions are so situated that authorities advise using 
filters which allow the high B-rays to pass, and reac- 
tion is produced by the high B- and low y-rays. 

In reviewing the literature of the reaction pro- 
duced on tissue by contact with radium, the author 
finds that it is certainly very similar to the well- 
known reaction produced by the X-ray. It is more 
nearly identical than the physical description of 
radium or the réntgen ray. When either agent is 
applied, no organ is unaffected, provided the in- 
tensity is sufficiently great and the exposure suffi- 
ciently long. This does not mean that the intensity 
must be strong or that even a visible reaction be 
produced. In this connection the following from 
Finzi is quoted: 

“In general, radium rays, in small doses, have a 
stimulating, and, in large doses, a destructive action. 
The dose required to destroy every type of cells 
varies greatly; for instance, gland cells may be de- 
stroyed by the small doses, which do not harm the 
cells of the connective tissue or the skin. In other 
words, the sensitiveness to the action of the rays 
varies with the type of the cells and this is what we 
mean by selective action of the rays. . .. The 
lymphatic organs are very sensitive to the rays, the 
action being characterized by a destruction of the 
lymphoid cells. This behavior is also shown in the 
spleen and bone-marrow, but in the latter with the 
destruction of the leucocytic cells there occurs an 
increase of the erythrocytic series. Muscle tissue 
degenerates under the action of the rays. Cartilage 
is very little influenced, and even under the large 
doses shows increased growth. Endothelium of 
blood-vessels is extremely sensitive to the rays, and 
with small doses swells up enormously and may 
completely obliterate the lumen of the vessel, while 
large doses cause its destruction.” 

From Finzi’s conclusions, it is clear that we should 
only have to refer to the physiological action of the 
réntgen rays to see that the X-ray produces an 
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almost identical reaction. From the results pro- 
duced by radium on angiomata and conditions close- 
ly allied to these tumors, such as flat nevi or port 
wine stains, it appears that the endothelium of the 
blood-vessels is more sensitive to radium than to the 
réntgen ray; although Pusey states that he can even 
duplicate the results of those which obtained in the 
treatment of vascular nevi by réntgen rays. 

The therapeutic value of radium cannot be right 
fully appreciated if it has not been studied with a 
sufliciently complete and varied range of filtration. 
It is very necessary to study secondary radiation 
produced by the various filters and the best meth- 
ods of avoiding the deleterious effects of these rays. 

In treating a case either by radium, mesothorium, 
or by the X-ray, a series of problems is always faced. 
Given a case with a certain lesion, its position, its 
extent, its susceptibility to the influence of this or 
that radiation, then the agent or agents to use must 
be determined. The duration and method of 
application can be varied almost to infinity. This 
enables us to realize how rich radiotherapy should 
be in its results when properly selected and em- 
ployed. 

Finally, radium therapy is the method of choice 
in carcinoma of the rectum, vagina, uterus, axilla, 
etc., but even here the X-ray forms a useful adjunct 
so far as the adjacent parts are concerned. The 
rays from radium and the X-ray both affect certain 
cells more than others, lymphoid tissue and the 
endothelium of the blood-vessels being first affected. 
All cells that are undergoing rapid reproduction are 
more readily affected than where reproduction is 
normal. Tumors, rich in blood;-vessels and spread- 
ing by the lymphatics, are checked in three ways: 
(1) by the action on the epithelial cells; (2) the 
endothelium of the blood-vessels undergoes pro- 
liferation until the lumen is almost obliterated; and 
(3) the channels or lymphatic glands are blocked, 
preventing metastases. 


Pfahler, G. E.: Electrothermic Coagulation and 
Réntgen Therapy in the Treatment of Malig- 
nant Disease. Surg., Gynec. & Obst., 1914, xix, 
783. By Surg., Gynec. & Obst. 

This method consists in the complete destruction 
or the removal of all visible and palpable malig- 
nant disease by means of the d’Arsonval current, 
followed, or at times preceded, by full doses of the 
réntgen rays, given from as many different fields 
of entrance as possible, so that as much irradiation 
is produced as though the rays alone were depended 
upon for the cure of the disease. 

Twenty reports were made on twenty cases treat- 
ed by this method, several of which were considered 
inoperable by the usual surgical technique. 

The conclusions are: 

1. Electrothermic coagulation permits the de- 
struction of a number of inoperable carcinomata 
and epitheliomata. 

2. It is a bloodless operation and gives decided 
advantages in malignant disease about the mouth. 
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3. It seems that metastasis is less likely to follow, 
because the operative area is at once completely 
sealed. 

4. The disease must be destroyed completely. 

5. Deep réntgentherapy must be applied with 
the best technique and with the same degree of 
thoroughness as if it had not been previously de- 
stroyed. 

6. Good results are being obtained in a number 
of otherwise hopeless cases. 

7. The time is too short to express any valuable 
opinion as to its permanency. 


MILITARY SURGERY 


Jeger, E.: Blood-Vessel Suture in War (Kriegs- 
chirurgische Erfahrungen iiber Blutgefiissnaht). 
Berl. klin. Wehnschr., 1914, li, 1907. 

By Surg., Gynec. & Obst. 

The author reports eight cases of suture of blood- 
vessels during the siege of Przemysl. Most authors 
have held that suture of blood-vessels is seldom in- 
dicated in war because it cannot be performed at 
the front on account of the technical difficulties, 
and later when it can be done the collateral circula- 
tion is so well developed that ligation of the vessels 
is not dangerous. 

While the above is often true, the author believes 
that in six of his own cases ligation would un- 
doubtedly have been followed by gangrene. In one 
case he sutured the popliteal artery and vein, in 
one the popliteal artery alone, in two the femoral 
artery, in one the femoral vein, in one the axillary 
artery, in one the brachial artery, and in one the 
brachial artery and vein. In six cases the injuries 
were from artillery shots, one from shrapnel, and 
one from a bayonet wound. Five of the cases 
were completely successful; one was operated on so 
late the gangrene could not be prevented, in one 
other severe injuries necessitated secondary am- 
putation, and in one the vein had to be stretched so 
much to suture it that it gave way later. He be- 
lieves this case would have been successful if he had 
transplanted a segment of another vein and so 
avoided tension. 

One of his cases was very remarkable. The arm 
was cold and anemic and showed no pulsation two 
hours after the injury. The brachial artery and 
vein and the basilic vein were united by end-to-end 
suture. The pulse was imperceptible on both 
sides after operation and the general condition 
was discouraging. On the second day the patient 
began to improve, but the pulse on the operated 
side was weak and intermittent for two weeks. 
By the end of a month sensation and function were 
restored inthe arm. Jeger knows of only one other 
case in which a limb was successfully reimplanted 
after it had been almost completely severed, one 
published by Janu. Many surgeons, notably Carrel, 
have experimented in the reimplantation of severed 
limbs, mostly without success, but these two cases 
indicate that it is possible. A. Goss. 


Suchanek, E.: Gunshot Injuries of the Thorax 
and Abdomen (Uber Schussverletzungen des 
Thorax und Abdomen). Beitr. z. klin. Chir., 1914, 
xci, 334. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports his experience in a military 
hospital with 177 injuries of the thorax, 98 of which 
were caused by musketry bullets, 69 by artillery 
fire, and 10 were contusions caused by the bursting 
of shells near the wounded man; there were also 33 
abdominal injuries, 23 of them caused by musketry 
bullets and 10 by artillery ammunition. 

About half of the injuries of the thorax were per- 
forating. In these it is often very difficult to make 
the diagnosis. In some injuries the position of the 
entrance and exit shots with reference to each other 
are such that opening of the thoracic cavity seems 
to be excluded, and yet there is injury of the lung; 
on the other hand, there are shots which it would 
seem must have caused injury of the lung, but there 
are no Clinical signs of injury to the thoracic organs. 
The opinions with reference to the penetrating power 
of pointed bullets in comparison with shrapnel bul- 
lets, with relation to injuries of the extremities, do 
not apply in wounds of the thorax. The difference 
in injury may be due to the peculiar conditions of 
resistance in the thorax caused by the intercostal 
spaces. 

There was hemoptysis in 22 of the 177 gunshot 
wounds of the thorax, and among the 86 that pene- 
trated the wall of the thorax there was haemo- 
thorax in 36. The preponderance of pleural effu- 
sions in comparison with hemoptysis is explained 
by shots that grazed the lungs. In 8 cases of pleural 
effusion infections were found that were regarded 
as primary and caused by the shot itself. In 
individual cases infection was transmitted by the 
pulmonary route. Lung infiltrations (Kiittner) 
were observed in several cases. There was emphyse- 
ma of the skin in only five cases, in one as a special 
complication of pneumothorax and hemopericar- 
dium. In all the cases of contusion a grenade burst 
close by, and the men were either struck by great 
masses of earth or were thrown into the air and 
struck the ground with great violence. In these 
injuries tears of the lung, which may be caused by 
fractures of the ribs, bleed more than shot wounds 
of the lung. 

Most of the non-perforating shot wounds of the 
thorax healed without any reaction, while there was 
infection in most of the perforating wounds. In 
contrast with injuries of the extremities injuries of 
the thorax are seldom typical. Most frequent is the 
shot from the shoulder through the musculature 
of the back, which is explained by the position of 
the soldier in the trenches. Among the Bulgarians 
there were also numerous shots directed antero- 
posteriorly, because of the frequent bayonet 
charges. 

The treatment should be strongly conservative. 
In perforating injuries haemorrhage should be 
stopped by absolute rest, which also excludes the 
danger of secondary haemorrhage. In hemo- 
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thorax, puncture should be made only when diffi- 
culty in breathing, caused by the increasing hamo- 
thorax, compels it. Pyothorax necessitates thorac- 
otomy. Pneumothorax and emphysema of the 
skin do not call for operation. 

Among the 33 abdominal injuries 13 were per- 
forating gunshot injuries, 6 projectiles remained 
near the point of entrance, while 12 passed through 
the abdominal wall without entering the peritoneal 
cavity; once a fragment from a grenade tore away 
a part of the abdominal wall; once there was con- 
tusion from masses of earth hurled against the pa- 
tient. In 1o cases there were complicating symp- 
toms, which in 6 cases indicated peritonitis; in two 
there was fecal fistula, and in two there were signs 
pointing to injury of the genito-urinary apparatus. 

An example is given of the danger of transporta- 
tion in abdominal injuries. The man was ‘a 
sacrifice to transportation.”’ Fecal fistula can be 
cured without plastic operation. Wounds of the 
bladder wall heal rapidly and without any reaction. 
There may be tension of the abdominal walls in 
injuries of the thorax. 

The danger of abscesses of the abdominal walls 
should not be underestimated. Abscesses, whether 
mixed with intestinal contents or caused by infec- 
tion through bullets, are the only complications 
which compel the surgeon to operate in the military 
hospital. Hamorrhage may furnish an indication 
to incise the abdomen. In all other conditions 
Suchanek holds fast to strictly conservative treat- 
ment. Of the 177 patients with thoracic injuries 
one with metastatic gangrene of the lung died; two 
of the 33 cases of abdominal injuries died of diffuse 
peritonitis and aneurism. The prognosis of war 
injuries of the thorax and abdomen is favorable if 
the patients have medical care. Zur WERTH. 


Saar, G. von: Treatment of Gunshot Fractures of 
the Extremities in War (Zur Behandlung der 
Schussfrakturen der Extremitiiten im Kriege). 
Beitr. s. klin. Chir., 1914, xci, 351. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
Von Saar reports one month’s service in the 
reserve hospital in Belgrade. He says that in- 
juries of the extremities comprise between one-half 
and three-fourths of all injuries, while gunshot 
fractures comprise about one-fifth of all injuries. 
Among 518 injuries of the extremities von Saar 
observed 84 fractures, 40 of the upper, 44 of the 
lower extremity. He holds that réntgen examina- 
tion, while very interesting from a scientific point 
of view, may be dispensed with for fracture treat- 
ment even in stationary hospitals. He lays the 
greatest emphasis on improvised methods with 
simple means. High fractures of the humerus 
should be treated with Christen’s double right- 
angled splints and double extension traction. 

Fractures of the forearm are also treated by exten- 

sion to avoid a fracture callus, and by a simple 

right-angled splint similar to Borchgrevink’s. 

The results of extension treatment are good. 


In fractures of the lower extremities von Saar 
points out that not only the first dressing but also 
the further treatment is of great importance. In 
treating fractures of the femur Florschiitz’ method 
is used, which combines semiflexion, suspension, and 
extension. 

As a transportation dressing for fractures of the 
femur he recommends VonHacker’s, which consists of 
a long strip of wood as broad as two fingers, provided 
above with a notch and below with a nail. It is 
applied to the side, reaching from the umbilicus 
down to the foot, and provides for simple exten- 
sion. This is practically the same as the old Es- 
march’s transport dressing for fractures of the 
femur. 

Mention is made of Weissenstein’s adaptation 
of the military stretcher for the transportation of 
fractures of the lower extremity, in which the 
stretcher rods are used as external splints. In 
fractures of the leg he recommends for the infected 
cases fenestrated plaster casts; for the non-infected, 
the splint extension with traction on the upper 
part of the shoe, especially in fractures of the lower 
third. In general, he recommends plaster casts 
only when infection renders frequent changing of 
the dressings necessary. He discusses the ‘ Intro- 
duction to Military Surgery on the Battle-Field,” 
issued to the Austrian army, in which he thinks too 
much importance is attached to plaster and papier 
maché dressings. FRANZ. 


Oeconomakis, M.: Traumatic Paralysis of Periph- 
eral Nerves after Gunshot Injuries; Experi- 
ences from the Last Balkan War (Uber traum- 
atische Liihmungen der peripheren Nerven nach 
Schussverletzungen; Erfahrungen aus den letzten 
Balkankriegen). Neurol. Zentralbl., 1914, xxxiii, 
486. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Oeconomakis has observed 275 cases of traumatic 
peripheral paralyses, not counting those which 
disappeared after a short time without any marked 
change in the electrical irritability of the nerve. 
In his cases there was always degenerative paralysis 
with complete reaction of degeneration. There 
were either primary injuries of the nerves, or com- 
pression by cicatricial tissue, or shock effect from 
discharge of infantry near by. The result was the 
same in all three; e.g., immediate and complete 
paralysis. In only two cases did the paralysis 
appear gradually within the next few days. At the 
time of the injury there was only the feeling of the 
blow, no pain, nor was there any pain later in spite 
of compression by cicatricial tissue. Pain was 
always caused by neuritis. Muscle contractures 
were rare, as well as trophic disturbances. Even 
where there was complete section of the nerve there 
were seldom any trophic disturbances. 

The clinical picture is confused by the fact that 
in direct as well as indirect injuries there is a shock 
effect. The latter generally disappears within one 
to three weeks; but generally even after it has dis 
appeared it is impossible to decide whether the 





398 


injury is direct or indirect. The only means of 
differentiation is that in severe lesions or in com- 
plete severing of the nerve, in the beginning of the 
second month there appears a marked decrease in 
galvanic excitability. The reversal of the formula 
for the galvanic current is for the most part without 
significance for diagnosis, as it may appear in very 
slight lesions. 

Sixty-two operations were performed, among 
them 43 nerve-sutures and 19 neurolyses, mostly 
performed by Prof. Serulanos. Ultimate results 
cannot be reported, as the time is too short; but it 
may be noted that the neurolyses generally did 
not give satisfactory results. On the second 
operation it was found that the nerve, which at 
first was soft and apparently not changed, had 
become hard and showed connective-tissue degener- 
ation. 

The author thinks that there is an essential differ- 
ence between war injuries and injuries occurring in 
civil life. Probably because of the rapid penetra- 
tion of the shot there is a primary injury to the 
nerve. A report will be made later of the ultimate 
results. FRANZ. 


Bowlby, A. A.: The Treatment of Wounds in War. 
Lancet, Lond., 1914, clxxxvii, 1427. 
By Surg., Gynec. & Obst. 


The author has had an unusual opportunity of 
studying the results of the present treatment of 
wounds in war, having been in daily attendance in 
one or other of the ‘‘clearing hospitals,”’ or ‘‘ clearing 
” as they are now to be called, to which 


stations, 
the wounded are taken after being dressed in the 


field ambulances. They often arrive within a few 
hours of injury, but more frequently after a longer 
interval of 12 to 18 hours, and more rarely after 
the lapse of one or two days. Their powers of 
resistance to microbic infection are in many cases 
greatly lowered by the combined effects of shock 
from the injury, from bleeding, and from exposure 
to cold and wet, with prolonged starvation. 

In discussing rifle bullet wounds, Bowlby says 
that the lacerating wounds of rifle bullets are easily 
mistaken for shell wounds. Instead of rifles being 
fired at from 800 to 1500 yards most of the rifle 
fire has been within 100 or 200 yards, while the 
great majority has been when the men were almost 
in contact or but a few yards apart. The effect of 
this has been to cause the most typical ‘explosive 
effects,’ so that he has seen the greater part of the 
muscles of the forearm torn and extruded through a 
huge rent in the skin and fascia, and that without 
the bones being injured. 

Shell wounds are further divided into wounds 
by shrapnel bullets and wounds by fragments of 
the shell case. The effect of the shrapnel bullet 
varies in proportion to the height of the shell from 
the ground when it explodes and the velocity of 
the shell at the same moment. If a shell bursts 
when it has lost its velocity and is high in the air, 
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the bullets also are quite spent and may fail to pene- 
trate even the clothing. But if the shell bursts close 
to a man, whole limbs may be shattered or even torn 
off, and the viscera may be so injured that death is 
practically instantaneous. A howitzer shell differs 
from shrapnel in that it contains no bullets, but only 
a bursting charge. The wounds are, therefore, 
caused by the portions into which shell is shattered 
by the explosion, and while some of these pieces 
may weigh several pounds, others may be smaller 
than a bullet. The wounds caused by these shells 
are the most horrible of all, and prove fatal much 
oftener than shrapnel wounds. Large portions of 
clothing covered with mud are frequently thrust 
deep amongst the torn muscles, and gravel or soil 
may also be carried in by the shell. 

The exigencies of war do not ordinarily permit 
of any equipment at clearing stations except that 
which can be easily removed at the shortest notice, 
and, as no tents or huts can be supplied, use has 
to be made of any available space or building. The 
accommodation varies from a barn or a railway 
waiting-room to a town hall, or a church, or a school 
or college. There are ordinarily no beds, and the 
patients lie on the stretchers on which they were 
carried in, but there are always obtainable in the 
towns some beds for each of the “stations.” The 
clearing station is equipped to provide for 200 cases, 
but it will be some indication of the pressure if it 
is realized that a single station has on several 
occasions dressed in 24 hours more than 1000 
wounded. 

Bowlby states that “‘aseptic’”’ surgery has not 
been practiced at the front, but antiseptics are 
always used in every clearing hospital. The usual 
routine for all flesh wounds which are of the punc- 
tured variety, and for all abdominal or thoracic 
wounds, is to paint the skin far around with 2 per 
cent spirits of iodine, and to wash the wound itself 
with either carbolic acid 1 in 20 to 1 in 40, iodine 
from 1 to 2 drachms to the pint, or with strong 
peroxide of hydrogen. The dressings have always 
been ‘“‘antiseptic.”” If there has been an extensive 
fracture, especially of the leg or thigh, with lacera- 
tion, then, whenever it has been possible, the patient 
has been anesthetized and the wounds have been 
enlarged and washed out with antiseptics, and 
broken bone has been removed and drainage pro- 
vided. 

It is not unusual in a clearing station to treat a 
hundred or more compound fractures besides car- 
ing for five or six hundred other men shot through 
the chest, the abdomen, the head, etc., during the 
course of the day. Many wounds suppurate, and 
he believes that the most skillful treatment would 
not prevent many of the worst wounds from sup- 
purating, for these are the very patients whose 
arrival is liable to be unavoidably delayed because 
they are so severely injured; and their wounds are 
contaminated before arrival, not by the ‘clean 
dirt”? of the sun-dried veld, but by a highly septic 
and manured soil. D. C. Batrour. 





GYNECOLOGY 


UTERUS 


Reynolds, E.: Forward Fixation of the Cervix as a 
Predisposing Cause of Some Retrodeviations 
of the Uterus, and an Operation for Its Release. 
Surg., Gynec. & Obst., 1914, xix, 588. 

By Surg., Gynec. & Obst. 

The uterine ligaments are not true ligaments but 
are reflections of peritoneum containing unstriped 
muscular fiber. This, though new to some gynecol- 
ogists, has long been accepted by systemic anato- 
mists and is indeed shown by the active retraction 
of these tissues when divided during operation. The 
uterus as a whole is sustained by these muscular 
fibers. The cervix is the only portion of the uterus 
which is attached to periosteum by inelastic tissues; 
viz., the strong anterior vaginal wall and Goffe’s 
ligament. Anteflection of the cervix is an arrest 
of development which always includes a shortening 
of these rigid structures. 

This shortened attachment holds the vaginal 
portion of the anteflexed cervix firmly forward, 
while the supravaginal cervix is at the same time 
steadied from side to side by the powerful muscular 
action of the lower portions of the broad ligaments 
along the uterine arteries, and drawn backward by 
the almost equally powerful uterosacrals. The 
fundus in its turn is held forward by the dissemi- 
nated muscular fibers in the upper part of the broad 
ligaments and the occasional action of the round 
ligaments. Such a uterus has an intrinsic angle 
situated at about the internal os, but with the vag- 
inal cervix fixed forward and with the fibers in the 
vicinity of the round ligaments drawing the fundus 
forward, the action of the muscular uterosacrals 
in drawing the middle of the organ back tends con- 
stantly to an exaggeration of this angle. With 
the onset of the catamenial congestion the uterine 
walls engorge with blood and under primary hydro- 
static laws the organ tends to resume its normal 
shape; i.e., to efface any increase of angulation due 
to the action of these muscles. Under these con- 
ditions, with the cervix fixed forward and with the 
uterus trying to straighten itself, the fundus would 
of necessity turn backward were it not for the mus- 
cular action of the round ligaments and the un- 
striped fibers which accompany them. If, then, at 
any moment this action relaxes, even temporarily, 
the fundus must of necessity move backward; that 
is, with the cervix, the lower pole of the organ, fixed 
forward to an abnormal degree, any straightening 
of the organ under the influence of the menstrual 
congestion of necessity throws the fundus backward 
in some degree, though not always enough to con- 
stitute a retroversion; but it has long been known 


that the moment the fundus moves backward even 
in a small degree it receives the effect of the general 
intra-abdominal force on its anterior face and there- 
fore tends to move further backward; i.e., to assume 
the first degree of retroversion, which then tends to 
become progressive. 

This mechanism creates a tendency toward the 
production of retroversion from slight accidents 
which would not be able to affect it in other cases. 
A series of observations extending over five or 
six years has convinced Reynolds that with the 
exception of cases due to neoplasms and salpingitis 
the retroversions do not ordinarily occur except in 
women in whom the cervix has more than the nor- 
mal degree of forward fixation. 

This condition is remedied by a transverse in- 
cision in the anterior vaginal wall with an extensive 
division of the tissues anterior to the cervix by 
blunt dissection, transverse suture of the transverse 
wound in order to lengthen the anterior vaginal 
wall, and a discision of the posterior lip, best per- 
formed by the removal of a lozenge-shaped portion 
of the lip. The operation is described in detail. 


Fullerton, W. D.: Uterine Sarcoma. Surg., Gynec. 
& Obst., 1914, xix, 711. By Surg., Gynec. & Obst. 
Primary sarcoma of the female genitalia is almost 
invariably of the uterus and ovaries. In the uterus 
they arise from the endometrium, uterine wall, or 
from a myoma, and originate from either the 
fibrous or muscle tissue. Sarcoma of the en- 
dometrium is the most common type of uterine 
sarcoma, occurring in one-third of all cases. 

Two-thirds of the women with uterine sarcomata 
are below the average in child-bearing, have not 
reached puberty, or have not borne children for a 
long time. Compared to carcinoma they occur 
relatively early or late in life and are more common 
in nullipare. About 2 per cent of fibromyomatous 
tumors of the uterus show sarcomatous transforma- 
tion. The diagnosis before operation is difficult or 
impossible. With malignant change the tumor 
increases more rapidly in size, is softer, and may 
give added symptoms, which, however, are often 
late in appearing. 

On section the sarcomatous part of the tumor is 
softer, more yellowish white in color, and contains 
less fibrous tissue than the non-malignant part 
of the tumor. Irregularity in outline and lack of 
encapsulation are notable, as are small areas of 
necrosis and interstitial haemorrhage. The symp- 
toms are in general those of carcinoma, though they 
are usually of later occurrence. Pain is a more com- 
mon symptom; bleeding and watery discharge may 
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be more profuse, and metastases are of later oc- 
currence. 

The treatment is complete hysterectomy as soon 
as the diagnosis is made from curettings or otherwise. 
The results are more satisfactory than with car- 
cinoma, as metastases are of later occurrence. 

Benign myomata without symptoms should not 
be removed for fear of future sarcomatous de- 
generation, for here the operative mortality is 
twice as great (5 per cent) as the probability of 
the myoma becoming malignant. Two cases are 
reported with detailed microscopic study. 


Pestalozza, G.: The Determination of the Viscosity 
of the Blood in Some Tumors of the Uterus 
and Ovary (La determinazione delle viscosita del 
sangue in alcuni tumori dell’utero ¢ dell’ ovaio). 
Ann. di ostet. e ginec., 1914, i, 360. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author used Hess’ viscosimeter and Riva 
Rocci’s sphygmomanometer. His experiments were 
made on women with myoma and carcinoma of the 
uterus and cysts of the ovary, and only in cases 
where diseases of the heart and kidneys were ex- 
cluded. He made 22 experiments on patients with 
myoma and for comparison 7 experiments on cases 
of pregnancy in the third and fourth month. The 
determination of the sphygmoviscosimetric coeffi- 
cient may be helpful in the differential diagnosis 
between myoma and pregnancy; in myoma the 
viscosimetric value is decreased, the sphygmometric 
increased. The determination of the viscosimetric 
coeflicient in carcinoma — 16 experiments — is valu- 
able only in conjunction with other clinical methods 
of diagnosis. In cysts of the ovary it has no value, 
as determined by 9 experiments. MEsTRON. 


Sherrill, J. G., and Griswold, A. V.: Uterine Fibro- 
myoma, Gastric Ulcer, Hysterectomy, and 
Gastro-Enterostomy. Jnlernat. J. Surg., 1914, 
XXVli, 411. By Surg., Gynec. & Obst. 


The authors, while performing a hysterectomy 
for uterine fibromata, found an indurated mass near 


the pyloric end of the stomach. From the history 
of the case and the fact that there was no glandular 
enlargement, the diagnosis of an ulcer seemed prob- 
able, and a posterior gastro-enterostomy was suc- 
cessfully made. L. K. P. FARRAR. 


Lee, E. W.: Complete Calcareous Degeneration of a 
Uterine Fibroid. Jnternat. J. 9 > 1914, XXvii, 
410. By Surg., Gynec. & Obst. 


Lee reports the removal of a large pedunculated 
uterine fibroid, which had undergone complete 
calcareous degener ation, from a patient on whom he 
had, seven years prev iously, incised and evacuated 
several nodular calcareous cysts of the cervix. 
He considers it of considerable interest that although 
the fibroid had undergone complete. calcareous 
degeneration there was an absence of calcareous 
deposits elsewhere in the body and no evidence of 
arteriosclerosis. L. K. P. FARRAR. 
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Gerstenberg, E.: Concentrated Formalin, as the 
Most Certain and Most Rapid Acting Chemical 
Substance in the Treatment of Climacteric 
Bleeding (Konzentriertes Formalin, das am schnell. 
sten und sichersten wirkende chemische Mittel zur 
Behandlung klimakterischer Blutungen). Zentralbl. f. 
Gynd@k., 1914, XxXvili, 1201. By Surg., Gynec. & Obst. 

Following the example of Winckel and Menge 
20 and 15 years ago respectively, the author has 
used concentrated formalin in cases of idiopathic 
climacteric bleeding with excellent results. He 
believes that the application of the formalin is 
better than any of the other therapeutic measures 
employed, such as curettages, atmocausis, and zinc 
chloride application. He is finally convinced 
that if bleeding persists after a double application, 
5 minutes apart, of formalin, there is something 
else as the cause, most commonly myoma. It is 
not to take the place of X-ray therapy; but, as the 
latter is expensive, an application of formalin may 
precede it, causing an immediate cessation of the 
bleeding, permitting a much shorter X-ray treat- 
ment. 

He has only two failures to report and both cases 
were due to distinct pathological causes, one due 
to a polyp which was overlooked and left in the 
uterus and the other to a benign adenoma of the 
corpus of a prolapsed uterus. Neither case was 
adapted to the treatment. 

The technique is as follows: The vagina is wiped 
dry with sponges. The formalin is introduced on 
cotton on a Playfair sound at two 5-minute inter- 
vals for a period not to exceed 50 seconds in total, 
the cotton having been held in the formalin solution 
for at least 10 minutes. The cervix is not sponged 
before the introduction of the formalin. The 
bloody formalin solution must be carefully wiped up 
as necrosis of the vagina may occur. A tampon is 
therefore introduced into the vagina and pressed 
firmly against the cervix. Douches may be given 
2 days later; until then the treatment consists in 
rest in bed and cold applications to the abdomen. 

L. A. JUHNKE. 


Hirschberg, A.: Vicarious vs. Complementary 
Menstruation (Uber die vikariierende bzw. kom- 
plementiire Menstruation). Zentralbl. f. Gyndk., 
1914, XXXviii, 929. By Surg., Gynec. & Obst. 

Just as pregnancy influences the entire female 
organism causing changes in organs distant from 
the pregnant uterus, so is menstruation a phenom- 
enon which influences the entire female organism, 
not merely a periodical uterine hemorrhage. We 
know now that menstruation is not a mere local 
phenomenon, but only the most prominent external 
symptom of a process influencing the entire or- 
ganism. Perhaps the theory is proved that the 
harmonious interaction of the various internal 
secretions is the one factor which produces them. 

Like Bromwell Branch, the author believes that 

each individual disturbance of this harmonious 

interaction leads to menstrual anomalies —a 
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particular functional disturbance being, as has been 
proved, a disturbance of the calcium metabolism. 

Menstruation usually manifests itself in general 
bodily and psychic symptoms, as pains, irritability, 
etc., and the appearance of bloody flow from the 
genitals. This blood, according to Hirschberg, 
comes from the mucous membrane of the uterus 
and tubes. Occasionally, however, this bloody flow 
makes its appearance from other extragenital 
organs instead of from the uterus and tubes. This 
is termed vicarious menstruation and has been ob- 
served repeatedly. In most cases this vicarious 
menstruation occurs from previously present or- 
ifices: i.e., the mucous membrane. According to 
Baumgarten and Kiistner, a pure vicarious form of 
menstruation is rare, in most cases the vicarious 
form of menstruation alternating with the normal 
form. An extragenital form may, however, ac- 
company the normal menstrual flow and this is 
called by the French “complementary menstrua- 
tion.”’ 

The author then reports a case in which for to 
years, from the seventeenth to the twenty-seventh 
year, complementary menstruation occurred from 
both mamme during each normal period. The 
mammary bleeding was accompanied with drawing 
pains in the mamme and lasted 6 to 7 days; whereas 
the uterine bleeding lasted only 3 to 4 days. The 
mammary bleeding suddenly ceased 4 years ago 
and has not reappeared. Whether this phenomenon 


lasting 10 years was dependent upon an internal 
secretive disturbance, or whether, as Jaschke be- 
lieves, it depended upon a vascular neuroses, re- 


mains to be determined. L. A. JUHNKE. 
Gumpprich, G.: The Influence of Menstruation on 
the Blood Picture in Normal Individuals 
(Der Einfluss der Menstruation auf das Blutbild bei 
gesunden Individuen). Beitr. s. Geburtsh. u. Gynék., 
1914, XIX, 435. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The previous reports on the condition of the blood 
picture were variable. The author examined the 
hemoglobin content and the blood picture for five 
to six months in women who were menstruating 
regularly. The blood was taken twice to four times 
during the period and five to seven times in the 
intermenstrual period. The counting was done by 
Burker’s method, the staining by May-Grunwald’s. 
By curves and tables the author showed that there 
were no changes in the hemoglobin content and that 
neither erythrocytes nor leucocytes showed uniform 
changes; the leucocytes often rose during the period. 
“very woman has a typical eosinophile curve: in one 
case there may be a rise, in another a fall, while 
a third may remain stationary. RItTESHAUS 


Rieck: Treatment of Amenorrhoea (Zur Therapie 


der Amenorrhée). Zentralbl. f. Gyndk., 1914, 
XXXVili, TOOT. © By Surg., Gynec. & Obst. 


The amenorrhcea which the author discusses here 
is not that associated with chlorosis, severe anemia, 
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tuberculosis, or other constitutional ailments, in 
which the amenorrhoea usually leaves impairment 
of the general condition, but he speaks of the idio 
pathic form dependent upon functional disturbance 
of the uterus or ovaries or both. Under amenor- 
rhoea he included those cases of oligomenorrhaa 
dependent upon the same cause and appearing in 
two forms: (1) a very slight flow lasting a day or 
less, and (2) a very slight flow every 3 to 4 
months. 

The symptoms in girls and women in the twenties 
were of local nature, cramplike abdominal pains, 
sacral pains, dizziness, headaches, fainting spells, 
and even epileptiform convulsions; whereas the 
symptoms in women beyond 30 years were more 
those of an anticipated climax: hot flashes, profuse 
sweating, general malaise, inability to work, and, 
above all, increased deposition of fat. 

All these patients were first treated with hot 
douches to stimulate the atrophic uterus, later 
with ovarian or corpus-luteum extracts, without 
or in combination with iron preparations, and also 
massage and scarification of the cervix. By these 
measures a fair percentage of successes was at- 
tained. 

Wherever improvement, however, was not ap- 
parent in 3 to 4 months the author used the intra- 
uterine stem pessary in 22 cases. Details are given 
in regard to results obtained. In three cases 
failure resulted; in the other 19 cases distinct success 
was obtained. In 7 cases a pure amenorrhoea 
existed; 2 cases were in young girls and were of 4 
to 5 years’ duration. In r2 cases an oligomenorrhoea 
was present, the type of which was described above, 
extending over a period of 2 to 5 years. 

The 7 cases of amenorrhoea were all cured, not 
only during the period of wearing the pessary, but 
they have since remained well. The _ pessary 
usually exerted its influence within to to 14 days, 
in more severe cases within 2 to 3 months. Similar 
results were obtained in the oligomenorrhoea cases, 
a marked increase in fluid appearing at the next 
menstrual period. 

The pessary remained in situ for 14 days to 8 
years. Sometimes it was expelled spontaneously, 
and was removed twice, as the bleeding became too 
profuse. In some cases it was used interruptedly 
during the year. His aim was to employ the 
pessary 8 to 12 months, although good results were 
obtained in from 6 to 8 weeks. The symptoms dis- 
appeared in 14 of the 19 cases. In two cases ab- 
solutely no influence was exerted upon the dysmenor- 
rhoeal phenomena. 

The author considers the intra-uterine stem pes- 
sary an excellent medium for curing functional 
amenorrhoea or oligomenorrhoea. It accomplishes 
this in the great majority of cases in which all other 
means fail. Its action is all the more certain in 
those cases in which the symptoms are severest. 
Its use is harmless and the functional improvement 
or cure persists after removal of the pessary. 

L. A. JUHNKE. 





402 


Kosminski, E.: Treatment of Amenorrhoea with 
Extract of Hypophysis (Zur Behandlung der 
Amenorrhée mit Hypophysenextrakten). Deutsche 
med. Wchnschr., 1914, xl, 1655. 

By Surg., Gynec. & Obst. 


The treatment of amenorrhcea has been one of 
the most unsatisfactory fields in gynecology. Until 
recently it has been limited to measures to produce 
local hyperemia of the sexual organs. In recent 
years, however, animal experiments have shown 
that there is a close relationship between the in- 
ternal secretion of the hypophysis and that of the 
ovary. This seems to be shown, too, by the fact 
that there are marked changes in the hypophysis in 
pregnancy and by the pathological conditions in 
acromegaly and dysplasia adiposogenitalis. It may 
be regarded as proved that in diseases of the hy- 
pophysis the hormone is lacking that stimulates the 
ovary to activity. After removal of the hypophysis 
more or less marked atrophy of the ovary takes 
place. Therefore where there is a lack of balance 
between the hypophysis and the ovary amenorrhcea 
necessarily occurs. 

A few authors have published cases of treatment 
of amenorrhcea with extract of hypophysis. Fromme 
treated 12 cases; in 5 menstruation was promptly 
reéstablished, 5 were failures and 2 doubtful, but 
in all the cases there was improvement in the 
subjective condition. Hofstaetter used the treat- 
ment in 33 cases, with success in two-thirds of them. 
Fries reports two cases successfully treated. 

Kosminski reports 24 cases of his own, with 
success in 20 to the extent that menstruation was 
reéstablished. Permanent recovery for more than 
a year resulted in 6 cases; some of the patients have 
been lost sight of. Cases were excluded that showed 
general diseases, such as chlorosis, tuberculosis, 
Basedow’s disease, etc. The cases treated were 
those showing infantilism, subinvolution of the 
uterus, adiposity, preclimacteric amenorrhea, nerv- 
ous diseases, such as neurasthenia and _ hystero- 
epilepsy and oligomenorrhcea from cold, disease of 
the adnexa, etc. Not more than 20 injections were 
given in any case, and after 10 injections there was 
an interval of a week. The urine was examined 
occasionally, for diabetes has been known to appear 
after long-continued hypophysis medication. There 
were no bad effects from the treatment. Kosmin- 
ski thinks many cases of amenorrhoea are due to 
hypofunction of the hypophysis, and in cases where 
no other cause can be demonstrated hypophysis 
treatment should be given. A. Goss. 


Dorr, R. C.: Malformations of the Uterus and 
Vagina; a Case of One of the Rarest Forms. 
Med. Herald, 1914, xxxiii, 450. 

By Surg., Gynec. & Obst. 


The following case of a rare condition is reported: 
The patient gave a negative family history. She 
was the mother of four children, all bright and 
healthy. A few days before examination she had an 
abortion, which was followed by infection. Upon 
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examination a double vagina was found with the 
septum extending well between the large lips, with 
a fetid discharge coming from the left uterus. This 
uterus was curetted and the perineum repaired. 
A year and a half later the patient was delivered of 
a healthy boy from the right uterus. 

Epwarp L. CorNELL. 


Jolly: Inversion of the Uterus (Uber Inversio uteri). 
Zischr. f. Geburtsh. u. Gynak., 1914, 1xxvi, 280. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The cause of inversion is to be found in pathologi- 
cal processes in the musculature of the uterus and in 
pathological relations between the wall of the uterus 
and the placenta. A case of inversion in placenta 
accreta is described, and a picture of a microscopical 
section of the uterus is given. There is complete 
lack of the spongy substance of the layer of mucous 
membrane between the placenta and the wall of 
the uterus. ALTSCHULER. 


Pressly, J. E.: Complete Inversion of Uterus. J. 
South Car. M. Ass., 1914, X, 735- 
By Surg., Gynec. & Obst. 


The author reports a case of complete inversion 
of the uterus which he was called to see twelve hours 
after it had occurred. The midwife and others 
had mistaken the protruding mass for retained 
placenta and had made repeated attempts to pull it 
away. 

No cervical ring could be detected, and after 
cleansing the uterus and vagina partial reduction 
was eilected by moderate compression of the upper 
part of the mass with one hand while with the other 
the fundus of the uterus was pushed up by a pad 
of gauze on a dressing forceps. Complete reduction 
was not possible in this way but occurred spon- 
taneously while the uterus and vagina were being 
irrigated with hot normal salt solution, presumably 
due to relaxation of the cervical ring from the heat. 
No further history of the patient is given. 

S. A. CHALFANT. 


Gardner, W. S.: Round Ligament Suspension of 
the Uterus; Fifty-Five Cases. Maryland M. J., 
1914, lvii, 296. By Surg., Gynec. & Obst. 


The author bases his report upon his own personal 


experience. He reviews the symptoms and the 
results obtained from the suspension of the uterus 
by the round ligaments either by the method 
described by Gilliam or by bringing the round 
ligaments up through or near the inguinal canal. 
In both classes the round ligaments were anchored 
to the fascia over the recti muscles. Only cases in 
which the retrodisplacement was the predominant 
lesion were included; all cases had reported, either 
in person or by letter, within a few months. No 
cases were included that had been operated upon 
less than one year. About 75 per cent of the 
patients had borne one or more children. 

The symptoms observed in the order of their 
frequency were as follows: backache, dysmenor- 












rhoea, pelvic pain, constipation, occipital headache, 
menorrhagia, irregular menses, disturbances of the 
nervous system, frequent micturition, painful 
micturition, nausea, and paroxysmal intermenstrual 
pain. 

Of the 55 patients operated upon 41 were en- 
tirely relieved. In 6 cases there was marked im- 
provement, but not entire relief; in 6 cases the 
uterus was held in good position, but the symptoms 
continued. In 2 cases the symptoms were not 
abated, but it is not known whether the uterus 
retained its correct position. In not a single case 
examined was the uterus found out of position. 

After discussing the cases which were not re- 
lieved, a short review is given of the treatment of 
retrodisplacements. The author thinks that very 
few cases can be permanently cured by pessaries. 
The ventral suspension, the Baldy-Webster, and 
the Gilliam operations are discussed. 

Of the ventral suspension he says that the 
frequent failure to retain the uterus in position, 
the occurrence of ventral fixation in place of the 
intended suspension, and the complications during 
pregnancy and labor in patients upon whom this 
operation has been done have caused it to be 
abandoned by nearly all surgeons. Polak’s results 
with the Baldy-Webster operation are quoted, and 
the conclusion reached is that the operation is 
applicable to a very limited class of cases. The 
objections to the original Gilliam operation are 
that it creates two artificial pillars extending from 
the uterus to the abdominal wall, and that the line 
of traction is not in the normal line of the round 
ligaments. Both of these objections are overcome 
by bringing the round ligaments through the 
abdominal wall near their normal point of exit. 


Malkowsky: Delivery in a Case of Septum of the 
Uterus and Vagina (Geburt bei Uterus septus et 
vagina septa). Festschr. f. Prof. Pobedinsky, 1914, 


230. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


A primipara was delivered at the end of the 
seventh month with severe pains after rupture of the 
membranes. The vagina had a sagittal septum and 
two external orifices. In the course of delivery the 
vaginal septum ruptured. The child was born 
spontaneously and weighed 1,650 gms. The pla- 
centa, which had to be separated manually, was in 
the left half of the uterus, partly on the fundus, 
partly on the septum of the uterus. On the third 
day after delivery there were pains resembling those 
of labor, and the decidua of the right half of the 
uterus was discharged. JeNTTER. 


Bernard, F.: Treatment of Diseases of the Uterus 
and Adnexa at Mineral Springs (Traitement 
hydro-minéral des affections utéro-annexielles). 
J. de physiothérap., 1914, xii, 303. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Water from sulphur springs acts on the uterus and 
Ovaries as an emmenagogue and a hemostatic, at 
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the same time stimulating motion in the uterine 
musculature like secale, quinine sulphate, and elec- 
tricity. The effect is on the nervous system. The 
nutrition of these organs is also stimulated. The 
indications are torpid affections with severe 
catarrh, such as herpes, syphilis, and scrofula. 
Contra-indications are erethistic forms of scrofula, 
and diseases of the liver, stomach, and intestines. 

Sodium chloride spring water, with low, medium, 
or high mineral content, acts as an emmenagogue and 
predisposes to congestion. If discharge and pain 
are increased the treatment should be made less 
strenuous. It tends to clear up pelvic exudates. 
Mild attacks of pain announce the beginning of the 
desired leucocytosis. Indications for this treat- 
ment are lymphatic and scrofulous processes and 
exudates in which there is no fresh inflammation. 
Contra-indications are neurasthenia, dyspepsia, 
and enteritis. 

Water from springs with a low, undetermined min- 
eral content has a sedative action from its radio- 
activity. ‘The treatment consists in full and sitz 
baths and rectal and vaginal douches — 38 to 50 to 
55 degrees — mud vapor baths, and vapor douches. 
Monr. 


Shoemaker, G. E.: The Present Place of Vaginal 
Hysterectomy in Pelvic Disorders; Summary of 
Fifty Consecutive Cases. Penn. M. J., 1914, 
xviii, 184. By Surg., Gynec. & Obst. 

Where hysterectomy is to be performed ad- 
vantages are claimed for the vaginal operations in 
the following conditions: 

1. In very stout multipare with pendulous abdo- 
mens and relatively small disease areas low down. 
Here an abdominal incision must be very large, the 
field is very inaccessible through it, and the cosmetic 
results are not good, the scar often forming a great 
depression when the patient is in the upright posi- 
tion. It is very difficult to secure firm union. 

2. In clinically suspicious conditions very early 
carcinomata, especially of the endometrium, thor- 
ough preliminary cauterization being done. The 
so-called precancerous conditions of the endome- 
trium belong here. Where there is loss of weight, 
excessive and increasing bleeding near the meno- 
pause, with a chronic irritating discharge; where 
curettings show as yet no positive malignancy, but 
certain suspicious findings, the uterus is better out, 
and better to be taken out by the way of the vagina. 

3. In certain cases of retroversion and descent in 
elderly women, with large cervix, diseased endome- 
trium, and very large uterus. Not all of these re- 
quire hysterectomy, but it is no more formidable 
than the long and complicated resections and plastic 
work which would otherwise be necessary and which 
would after all leave an endometrium of uncertain 
future. 

4. Where no symptoms point to other organs and 
the disease is low down. 

5. Where cosmetic results and future comfort are 
important. 
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6. Where, other things being equal, the route of 
the lowest mortality and lowest morbidity must be 
chosen. That route is vaginal in good hands. 
Probably because of woman’s original adaptation to 
receive pelvic traumatism without shock, as in 
parturition, the invasion of the lower peritoneal 
cavity per vaginam and the necessary handling 
appear to disturb the normal balance less than an 
approach through an incision higher up. 

7. When the preservation of the cervix and upper 
vagina are not important to that individual. 

8. In stout women with poor heart and poor kid- 
neys, who are not very good operative risks. 

In fifty consecutive vaginal hysterectomies but 
two patients died, both from uremia on the tenth 
day. Twenty-eight per cent were fibromata, 18 per 
cent were malignant, and 54 per cent were adeno- 
mata with hemorrhage. 

Carcinoma cases are considered to be most ad- 
vantageously treated by the abdominal route or by 
the combined method. 

A number of malignant cases treated by vaginal 
hysterectomies have remained well ten to eighteen 
years after the operation. 

The author states that as experience has in- 
creased, the vaginal operation is considered safer 
than abdominal hysterectomy. The patients are 
more comfortable and better pleased afterwards. 
It is especially adapted to precancerous conditions 
late in life. Those submitted to it require selection, 
as it is not adapted to all. D. H. Boyp. 


Lilienthal, H.: The Relation of Gynecology and 
Urology to General Surgery. Jed. Rec., 1914, 
Ixxxvi, 872. By Surg., Gynec. & Obst. 


While gynecology is only a division of general 
surgery, its boundaries are so vague that it appears 
very doubtful whether it is essential for the obstetri- 
cian to have any special knowledge or attribute 


not possessed by all educated surgeons. In the 
non-operative part of the work a technique and 
diagnostic skill may be developed as a result of 
daily and long-continued practice; but this is aside 
from the matter of gynecological surgery, and it can 
be acquired quite as easily by physicians not trained 
at the operating table. 

With urology the case is somewhat different. 
This may be roughly divided into what the author 
calls ‘minor and major urology.” The occasional 
cystoscopist will only be embarrassed and humiliated 
if he fails to enter the ureters in a difficult case, 
while on the other hand the so-called pure urolo- 
gist who ventures without ample preparation in- 
to the domain of major surgery is liable to feel, 
in addition to mere embarassment, the qualms of 
conscience. 

Surgery has become far too broad for any man to 
know it all, and so specialism is inevitable, and as 
proficiency is attained in higher degree there will 
doubtless be more and more differentiation. 

That portion of genito-urinary surgery which 
deals with the local treatment of the urethra, the 
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bladder and its appendages, and the ureters and 
kidneys, may be designated as minor urology. 
Certain operative procedures seldom requiring 
general anzsthesia should be included. As thus 
described, urology may be regarded as a legitimate 
specialty, for the prosecution of which great surgical 
experience is not necessary. If a trained surgeon 
has the inclination and opportunity to add techni- 
cal urology to his accomplishments, there is surely 
no reason why he should not do so; but if, after 
years of exclusive specialism, he takes once more 
upon himself the responsibility of a major operation, 
he should make sure that the march of progress 
has not left him too far in the rear. 

The conclusions are: 

1. Operative gynecology should not be under- 
taken as a specialty except by those who have been 
fully trained in general surgery. 

2. All general surgeons should be trained in 
gynecology. 

3. Diagnostic or minor urology may be under- 
taken by any qualified physician. 

4. Major urology is only for the fully trained 
surgeon. Epwarpb L. CORNELL. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Adachi, S.: The Occurrence of Doubly Refractive 
Lipoids in the Human Ovary and Uterus (Uber 
das Vorkommen doppeltbrechender Lipoide in 
menschlichen Ovarien und Uteri). Zéschr. ff. 
Geburtsh. u. Gyndk., 1914, Ixxvi, 125. 

By Surg., Gynec. & Obst. 

Normally the infantile ovary contains variable 
amounts of fat stainable with Sudan III. Most of 
it is contained in the theca interna of the atretic 
follicles or the cysts formed from them. There 
are also single large fat-cells present throughout the 
ovarian tissues. Doubly refractive lipoids occur 
in the theca cells. They are present most often in 
the form of crystals, more rarely in droplets. Thus, 
the occurrence of either fat or lipoids, the latter 
being an accompanying phenomenon in the massing 
up of fats, is not of pathological origin in the in- 
fantile ovary. Much the same is true of the adult 
organ. In it the fat-cells with doubly refractive 
lipoids are especially abundant about the corpora 
albicantia. The author could not determine during 
what ages the fat and lipoid contents increase or 
decrease respectively in the ovarian tissues. But 
he finds that they are most abundant about the 
corpora albicantia of those individuals who are in 
the early periods of sexual activity. 

Ovaries obtained in the early puerperium show 
that the lutein cells of the corpus luteum gravidita- 
tis contain more or less distinct fat-droplets, usually 
few in number. With the progressing degeneration 
of the lutein cells these droplets appear within 
connective-tissue cells and leucocytes. Doubly 
refractive crystals are usually absent at this time 
but reappear in the later stages of the corpus luteum 
changes. 
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The infantile uterus normally contains very little 
fat and no doubly refractive lipoids. In the adult 
uterus the latter were seen in small numbers wher- 
ever hemorrhages had occurred. In the older 
individuals small fat-droplets may be seen at the 
poles of muscle-cells. This phenomenon becomes 
more apparent with the progressing senile atrophy 
of the organ. None of these fat-droplets ever show 
double refraction. A process similar to this seems 
to occur during pregnancy. In the later peurpe- 
rium large amounts of fat-cells but with doubly 
refractive crystals are seen, which seems to be fairly 
characteristic of this stage. The condition is 
generally more marked in the interstitial than in 
the muscle tissue. 

The origin of the lipoids in question seems to 
point to the cholesterin-ester group or cholesterin- 
fatty-acid compositions. Whether the cholesterin 
products are present primarily or formed secondarily 
in the neutral fats the author is unable to prove. 
His hypothesis is that the changes which normally 
take place in the lutein cells have to do with the 
throwing out of fat substances, which in turn are 
taken up by leucocytes and connective-tissue cells, 
and here undergo further changes. L. A. Emce. 


EXTERNAL GENITALIA 
Field, T. S.: Pathological Vaginal Discharges. 


J. Fla. M. Ass., 1914, i, 165. 
By Surg., Gynec. & Obst. 


Field reports his deductions gathered from one 


thousand cases and summarizes his conclusions: 

1. Every case of leucorrhoea demands a careful 
macroscopical examination of the generative organs 
and a microscopical examination of the discharge. 

2. Chronic gonorrhcea is too often overlooked 
for want of careful microscopy. 

3. Changing the reaction of the discharge seems 
to be of some value in treatment. 

4. Iodine is the best agent in treating these con- 
ditions. 

5. Vaccines are of little value and cannot be de- 
pended upon. 

6. Curettage is never indicated by itself as a 
treatment for leucorrhoea. 

7. Every discharge from the vagina or cervix 
other than the normal menstruation, normal lochia, 
and the mucous discharges ante-partum are abnor- 
mal and have a pathological basis. The cause is 
always local and usually in plain sight. 

8. No doctor does his duty if he allows a patient 
complaining of leucorrhoea to leave his office with- 
out having been thoroughly examined, or if he ex- 
amines such a patient without taking slides for 
microscopical diagnosis. 

The author emphasizes the fact that endometritis 
is a rare condition causing leucorrhoea, and that 
curettage is more a danger than a cure. Also a 
thorough examination, both macroscopic and 
microscopic, should be made in all cases in order to 
make an accurate diagnosis. EUGENE Cary. 


MISCELLANEOUS 


MacNaughton-Jones, H.: Expectancy and Ex- 
pediency in Gynecology. Med. Press & Circ, 
1914, XCviili, 562. By Surg., Gynec. & Obst. 

The author rather condemns the ‘ wait-and-see”’ 
policy, and advocates operation in pelvic conditions 
and in this way alleviating much suffering. All 
curettings shaquld be examined for malignancy. 

A communication of Pinch as to the use of radium 
emphasizes the following points: 

1. It is absolutely wrong to regard radium as a 
cure for cancer of the genitalia, though in many 
cases of fungating and ulcerating carcinoma of the 
cervix the results are marvellous, exceeding any 
other known method of treatment. He instances 
cases in which the symptoms have been in complete 
abeyance for two years. 

2. Treatment of epithelioma of the vagina and 
vulva is less satisfactory; that attacking the mucous 
membrane is the more intractable. He quotes a 
case, however, in which the disease, microscopically 
verified, has, up to the present, been completely 
arrested. 

3. He has known cases in which the disease which 
was pronounced inoperable was rendered operable 
by radium treatment. 

4. He is of the opinion that exposure to radium 
after operation, though not positively preventing 
recurrence, does delay it. 

5. After extensive pelvic operations, as, for ex- 
ample, Wertheim’s, the greatest care must be 
taken to calculate the doses accurately; otherwise, 
owing to the widespread impairment of the atrophic 
nerves, extensive tissue destruction may follow. 

Arrest of growth and reduction in size, with the 
spontaneous cure of a myoma, do very rarely 
occur, but so seldom that this fortunate solution 
cannot be taken into serious consideration in treat- 
ment. One factor in the success of operation must 
be clearly kept in mind and impressed on the 
patient and friends: delay impairs the health, 
lessens resistant vitality, and also allows local 
complications to occur, which increase the severity 
and length of the operation and the final percentage 
of its risks. EUGENE Cary. 


Zweifel, P.: Experiences with Mesothorium Treat- 
ment (Erfahrungen mit der Mesothoriumbelhand- 
lung). Zentralbl. f. Gyndk., 1914, xxxviii, 1089. 

By Surg., Gynec. & Obst. 

The author describes the effect of mesothorium 
on vulvar cancer. The disappearance of the cancer- 
cell can be traced through the various stages until 
practically nothing but connective tissue can be 
seen at the end of the treatment. That the action 
is selective in character is manifested by the poor 
staining of the cancer-cells, whereas the tissue 
cells take practically normal staining characteristics. 

Too much significance, however, should not be 

attached to this selective action, because symptoms 

such as colic, drawing sensations, and accumulations 
of gas speak for bowel injuries. 
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Whether we can speak of cures of cancers situated 
in deeper-lying organs, as cervical cancers, time 
alone can decide. It is interesting to note whether 
the action of mesothorium is truly selective or 
whether it depends upon the accompanying in- 
flammation of surrounding tissues. The fact that 
surface cancers have disappeared after an attack 
of erysipelas has been conclusively proved. A 
retrogression of deeper-lying cancers as a result of 
deep inflammatory conditions has also been ob- 
served, but later observations have always shown a 
redevelopment of the cancer with resultant death. 

It is difficult to determine whether the action of 
mesothorium is truly selective for cancer-cells or 
whether the benefits obtained are due to the in- 
flammatory condition in the pubis induced by the 
mesothorium. In case after case the cancer-cells 
degenerate and are absorbed, which leads to the 
hypothesis that these absorptive products may have 
an action similar to that of the autolysates. 

At any rate the treatment with radio-active sub- 
stances is so necessary and useful in inoperable 
cases that it should be employed and given a 
thorough trial. It is only through multiple ob- 
servations carried on by many men that a definite 
conclusion can be reached as to whether we may hope 
for permanent cure. L. A. JUHNKE. 


Dickinson, R. L.: The New ‘‘Efficiency’’ Systems 
and Their Bearing on Gynecological Diagnosis. 
Am. J. Obst., N. Y., 1914, Ixx, 865. 

By Surg., Gynec. & Obst. 


The author concludes that if the methods of 
Taylor’s ‘Scientific Management” should prove 
adaptable to ‘‘health factories,’ as, for example, in 
dispensary, and hospital, and office group diagnosis, 
responsibilities would then be recast by ‘‘function’’; 
processes would be standardized and reduced to 
writing; instructions carried out thoroughly; an 
inspector would check up everyone’s results; and 
the whole be preceded and constantly accompanied 
by detailed studies of time and waste motion. 

An outline of an interview with Frank B. Gil- 
breth is given, with a chart of functions. Sug- 
gested standards are listed and examples of printed 
forms submitted, such as a preliminary history to 
be taken by the patient herself, and directions as to 
gravida and women at forty. Reference is made 
to codperative methods as instanced in the associ- 
ated out-patient clinics of New York; in the plans of 
the Hospital Efficiency Committee of the Philadel- 
phia County Medical Society representing fifty- 
five hospitals; in the great Mayo building and 
in associations of doctors. C. H. Davis. 


Albrecht, H.: The Use of Coagulen in Gynecology 
(Die Anwendung des Koagulen in der Gynikologie). 
Zentralbl. f. Gyndk., 1914, Xxxviii, 1185. 

By Surg., Gynec. & Obst. 

Coagulen is a substance promoting coagulation 
of blood, made by Fonio in Kocher’s clinic from 
animal blood-platelets by fractional centrifugaliza- 
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tion. It contains the coagulation-promoting sub- 
stance from the platelets called “‘cytozyme” which 
in contradistinction to the “‘serozyme” of the blood- 
plasma is thermostabile. The preparation is now 
produced commercially‘ by the Association for 
Chemical Industry of Basel. 

Fonio described it as a substance for promoting 
coagulation rapidly and effectively. Its efficiency 
was proved by test-tube experiments as well as by 
subcutaneous and intravenous injections intra 
vitam, when the effect lasted about one hour, de- 
creasing the coagulation time of the entire blood 
mass considerably. 

The author employed the coagulen in gynecology 
after reading of the excellent results published by 
Fonio and later corroborated by Kocher and 
Enderlen from the surgical side. 

The substance is a powder which is always freshly 
prepared as a 1o per cent solution in normal saline 
for use. It may be boiled 2 to 3 minutes with- 
out impairing its activity in the least. Locally, 
the blood is first sponged away and with a syringe 
the fluid is forced against the bleeding spot with 
considerable pressure and a sponge applied and held 
there a short time. If this fails a sponge saturated 
in the solution is firmly applied against the bleeding 
spot and held there a short time. 

The author’s conclusions are as follows: The 
substance is very effective and acts promptly in all 
oozing from flat surfaces and in parenchymatous 
hemorrhages, but has little or no effect in arterial 
or severe venous hemorrhages. The latter is 
easily explained, as the substance, like any ordinary 
clot, is washed away by the blood under pressure. 
No good results were obtained in vaginal operations, 
plastic operations, or in vaginal sections, nor in 
menorrhagias and atonic hemorrhages. 

The tamponade with a saturated sponge in a 
carcinomatous crater also produced no appreciable 
effect on the hemorrhages. 

Excellent effect, however, was obtained by its 
employment in abdominal operations in which sur- 
face bleeding occurred in the cul-de-sac or from the 
raw surface of the bowel following separation of 
adhesion. It is, therefore, an extremely valuable 
substance in severe laparotomies with dense adhe- 
sions to check the oozing effectively and in a short 
time, preventing secondary hemorrhages and the 
necessity of prolonging the time of operation to 
secure thorough hemostasis. 

He further employed it in essential haemorrhages 
of girls with decreased coagulation time, injecting 
4 gm. of a 5 per cent solution intramuscularly into 
the thigh. The coagulation time was not increased 
after a period of 1o hours. Furthermore, the 
subcutaneous injections were extremely painful 
and were not repeated. Fonio later advocated its 
employment diluted in physiological salt solution, 
thus decreasing the pain incident to the use of the 
concentrated solution. This apparently would 
be of value in cases with considerable shock due to 
loss of blood following prolonged operations. 
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The author concludes that coagulen is a valuable 
substance in operative gynecology if used in a 10 
per cent sterile solution for oozing from flat, raw 
surfaces as well as for bleeding from parenchymatous 
organs. L. A. JUHNKE. 


Pierra, L.: Pelvic Neuralgias (Les névralgies pelvien- 
nes). J. d. sages-femmes, 1914, xlii, 75. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
The pain in pelvic neuralgias is generally con- 
tinuous with periodic exacerbations. The seat 
of the pain as felt by various patients is different. 
The entire pelvis may be sensitive or the pain may 
be referred to the uterus or ovary. Neuralgias 
in the pelvis show no tendency to spontaneous 
recovery. The painful points may be found on 
examination, and they vary according to the nerve 
involved. The following nerves may be involved 
and each has its pain-points: the ilio lumbar, the 
most frequently involved; the obturator; the fem- 
cral; the nerve of the levator ani; the internal 
pudic; and the sciatic. The treatment is general 
and local. In local treatment hot baths have proved 
the best. DEVAUX. 


Martin, A.: 
Stift). 
665. 

The stem pessary has fallen into disrepute be- 
cause it has been so frequently used to prevent 


The Stem Pessary (Der intrauterine 
Monatschr. f. Geburish. u. Gyna&k., 1914, xl, 
By Surg., Gynec. & Obst. 
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conception, but Martin believes that it has a 
legitimate use in certain cases of amenorrhoea and 
oligomenorrheea, especially those caused by infantile 
development of the uterus. He has had excellent 


results in such cases and has never seen any harm 
result when strict asepsis was observed. 


A. Goss. 


Stokes, A. C.: Diseases of the Urinary Tract Pro- 
duced by Diseases of the Genital Tract in the 
Female. J.-Lancet, 1914, xxxiv, 593. 

By Surg., Gynec. & Obst. 


The author aims to show that diseases of the 
genital tract in a certain number of cases produce 
pathology in the urinary tract of the female; for 
example, pelvic cellulitis, tubal infections, tumors 
and the like may produce bladder displacement, or 
adhesions of the ladder to the abdomen or genital 
viscera, Or in some cases may produce obstructions 
to the ureter by connective tissues pulling it out of 
place. He believes that many diseases of the 
urinary tract are mistaken for diseases of the 
genital tract; cases are cited where operations have 
been done on the genital organs for hydronephrosis, 
while hydronephrosis was not the real cause of the 
trouble. He is of the opinion that operations done 
on the genital organs have in some cases produced 
trouble in the kidneys and ureters following the 
same. 

Six cases are cited showing various combinations 
of these two conditions. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Gilbert, J.: Report of a Case of Extra-Uterine 
Pregnancy. Texas St. J. Med., 1914, x, 272. 
By Surg., Gynec. & Obst. 
Gilbert describes a case of ectopic gestation of two 
and one-half to three months’ duration in a patient 
25 years of age who had been married four years 
and had borne one child two years previous to her 
present pregnancy. The last menstruation oc- 
curred October 4, 1913, and on November 27, 1913, 
she had an attack of sharp abdominal pain, which 
was followed shortly by a uterine hemorrhage. 
The condition was diagnosed as an abortion, and 
the uterus was curetted. On January 6, 1914, she 
first came under the author’s care. Operation was 
at once advised and performed. An abdominal 
section disclosed a ruptured gestation sac, from 
which protruded a two and one-half to three months’ 
foetus. The sac was adherent to the right tube, 
ovary, uterus, bladder, and cecum, but was shut 
off from the general abdominal cavity above by the 
omentum, which had become adherent to the bladder 
and pelvic peritoneum. The patient made a good 
recovery. L. K. P. FARRAR. 


Thwaits, J. A.: Eclampsia. 
1914, xii, 366. 


South African M. Rec., 
By Surg., Gynec. & Obst. 

The author thinks that autopsy findings show 
the effect rather than the cause of the toxemia, and 
he calls attention to the fact that investigators are 
diverting their attention from the kidney to the 
placenta and ductless glands. 

He gives 20 per cent as the maternal mortality 
and 50 per cent as the foetal. In considering the 
prognosis the following are taken to be unfavorable 
signs: Deep coma coming on after only one or 
two attacks, complete anuria, hemoglobinuria, 
and continuous high temperature. When the 
pulse, which is full and strong at the commence- 
ment of the attack, becomes soft and frequent and 
the sighing grows more marked, the prognosis is 
extremely grave. Increased excretion of thin light 
urine is a sure sign of recovery. He recommends 
rapid delivery. A. C. BECK. 


Hull, E. T., and Rohdenburg, G. L.: Experiments 
in the Etiology of Eclampsia. Am. J. Obst., N. 

Y., 1914, Ixx, g19. By Surg., Gynec. & Obst. 
The authors summarize their experiments and 
apply them to the interpretation of the etiology 
of eclampsia as follows: Bacterial disease and in- 
tentional injection excepted, pregnancy is the only 
condition in which complex protein material is 
introduced into the general circulation parenterally. 


1. Ferment active homologous protein when 
introduced parenterally induces extensive degenera- 
tion of the liver, and, as a rule, but slight degenera- 
tion in the kidney. These lesions probably are 
equivalent in the rabbit to those seen in the organs 
of the eclamptic human female. 

2. Homologous protein, boiled to destroy the 
enzymes and then parenterally introduced, produces, 
as a rule, but slight lesions in the liver; it damages 
the kidney, however, to a marked degree, as evi- 
denced by enormous quantities of albumin and all 
kinds of casts in the urine. The animals die in 
convulsions and coma, reproducing the symptoms 
of eclampsia in the human subject. 

3. Leucin, one of the products of autolysis, 
produces on injection a marked degeneration of the 
liver both in rats and in rabbits. In the rat, 
degeneration of the kidney also is induced, though 
this does not occur in the rabbit. The boiled cells 
are killed before leucin can be formed, hence hepatic 
degeneration after their injection is minimum. 

From their observation as stated above the authors 
believe that eclampsia develops in the following 
sequence: An overload of foetal elements is thrown 
into the circulation, and, whether in the circulation 
or not, is autolyzed with the formation of an excess 
of leucin. The excess of leucin injures the hepatic 
vessels with consequent thrombosis, cloudy swelling, 
local necrosis, and more or less complete autolysis 
of the liver-cells. The renal changes are probably 
due in part to other products of autolysis, and 
perhaps also to protein fractions incompletely 
broken down by the liver. The experiments 
further suggest that a negative protective ferment 
in a known pregnant animal and a determination of 
the leucin content of the blood will prove to be 
diagnostic procedures of value. It is possible that a 
negative action so often noted in eclampsia, both 
in man and in animals, is due to the inhibition of the 
activity of the ferments by an excess of their own 
products. C. H. Davis. 


Ward, F. N.: Report of Twenty-Eight Cesarean 
Sections Without a Death. J. Am. Just. 
Homeop., 1914, vii, 499. By Surg., Gynec. & Obst. 

The author presents her record and technique of 
28 cesarean sections which were performed for 
various conditions, with no mortality rate for the 
mothers nor for the full-term infants; in six other 
cases the child was not viable at the time of the 
operation, which was done solely in the interest 
of the mother. The indications for the operation 
varied greatly, and were due in a few instances to 
the faulty presentation of the foetus, but were more 
often due to pelvic deformities or obstruction in the 
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birth-canal of the mother, as by fibroids or cicatri- 
cal tissue in the cervix or in the vault of the vagina, 
and in 5 instances to placenta previa; in 7 cases the 
indication lay in the constitutional system of the 
mother, renal deficiency being the cause 4 times, 
cardiac failure once, and pernicious vomiting twice. 
In one instance a fracture of both femurs necessi- 
tated the operation. Of the 28 cases operated upon 
18 were primipare, 10 were multipare; the oldest was 
45 years of age and the youngest 16.5 years. In 10 
cases the operation was the method of choice, but in 
18 cases the patients were allowed to undergo the 
test of labor, or the operation was performed as 
the result of a complication of labor. 

Ether is the only anesthetic used, and is given 
by the drop method, being preceded by a hypo- 
dermic of morphine, 1/4, and atropine, 1/125. 
The abdomen is painted with 5 per cent iodine, and 
the incision is made to the right of the median line, 
three-fourths of its length being above and one- 
fourth below the umbilicus. The uterus is incised 
in the median line, as high in the fundus as possible, 
and the placenta, if encountered, is pushed aside 
or divided; the membranes are ruptured, the pre- 
senting part grasped, and the child delivered. 
After the removal of the placenta, the uterus is 
brought outside the abdomen, surrounded by gauze 
pads wrung out in warm saline solution, and the 
incision is closed by interrupted sutures of linen 
thread, introduced about one-half inch apart with 
a curved Martin needle sufficiently large to pene- 
trate with one stitch the contracting uterine wall 
down to the decidua. A second row of Lembert 
sutures of fine linen thread unites the peritoneum 
above. The abdominal wall is closed with unusual 
care; no packing is used in the uterus or cervix, and 
no ergot is found necessary to insure uterine contrac- 
tions. 

In conclusion, Ward points out the necessity of 
careful study and recognition of suspected and 
abnormal obstetrical lesions before labor begins. 

If the patient is of the borderline type and is to 
be permitted to undergo the test of labor, she should 
be kept surgically clean, with no experimental 
manipulations, and with as few vaginal examinations 
as possible, conducted under the most rigid asepsis. 
The operation should be performed before the pa- 
tient’s resistance is lowered. 

Attention is called to the value of linen sutures 
which remain in the uterus, as in stomach and intes- 
tinal suturing, ensuring a uterine scar of uniform 
integrity. L. K. P. Farrar. 


Rachmanow, A. N.: 
Czesarean Section 
Section cesarea). 
XXVili, goo. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Thirty Cases of Classical 
(30 Fiélle von klassischer 
Zentralbl. f. Gyndk., 1914, 


Among 25,000 deliveries there were 30 caesarean 
sections, 23 of them performed after labor had 


begun. Only five cases were not examined inter- 
nally; in 25 cases the membranes were not ruptured, 
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II were primipare, 19 multipare. The results 
were that 28 of the mothers and their children 
lived, and 26 of these cases were entirely without 
complications. ‘Two mothers who had been re- 
peatedly examined outside the hospital by unclean 
hands died of sepsis. In 28 cases tubal sterilization 
was performed also. Cases that are suspected of 
infection should be excluded from cesarean section 
or any of its modifications. Pure cases are those in 
which the membranes are not yet ruptured, and 
cesarean section may be performed in these even if 
the temperature is 38°, if the pulse is slow. Early 
admission to the hospital is desirable, so that ade- 
quate preparation may be made GRAEUPNER. 


Thompson, W. L.: The High Incision in Czsarean 
Section. Bull. Johns Hopkins Hosp., 1914, xxv. 
330. By Surg., Gynec. & Obst 

In cesarean section the author favors the high 
incision in the median line, above the umbilicus, 
after the well-known method of Davis, claiming for 
the procedure that (1) the incision above the umbili- 
cus receives better reinforcement from the recti 
muscles than in the lower abdominal wall, and that 
its location precludes all possibility of adhesion 
between it and the contracted uterus; (2) the 
incision through the thick muscular fundus, rather 
than through the attenuated lower uterine segment. 
minimizes the danger of rupture of the uterus in 
subsequent labors. 

Thompson advises leaving the uterus in situ as 
less productive of shock, and packing off the intes- 
tine with Mickulicz’s pads wrung out in hot saline 
solution to prevent the handling and also the con- 
tamination of the intestine by possibly infected 
liquor amnii. He closes the wound in the uterus 
with two layers of interrupted sutures of chromic 
catgut inserted one centimeter from the edge of the 
wound and passed down to, but not through, the 
decidua and tied more tightly than sutures in or- 
dinary wounds to allow for the contraction of the 
uterine muscle. The peritoneum is then drawn 
over the wound by a running suture of catgut and 
the abdominal incision closed in the usual way, ex- 
cept that the skin incision is united by a subcuticu- 
lar stitch of silver wire, to be removed on the seventh 
to the ninth day, thus avoiding the unsightly 
needle holes in the abdominal wall. 

L. K. P. FARRAR. 


Sselitzky: Vaginal Cesarean Section; the Question 
of Later Deliveries (Der vaginale Kaiserschnitt; 
zur Frage iiber die nachfolgenden Geburten). 
Festschr. f. Prof. Pobedinsky, 1914, p. 191. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Sselitzky reports 17 cases of vaginal casarean 
section, 11 of them in eclampsia, without a death. 

Vaginal cesarean section is indicated in eclampsia, 

premature separation of the placenta, placenta 

previa, pernicious vomiting, diseases of the kidneys 
and heart, and delayed delivery, and it may also be 
indicated in local diseases, such as rigidity of the os, 
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stenosis of the cervix, and new-growths, such as 
cancer and fibroma. 

The fear formerly felt that later births would be 
interfered with by ca#sarean section has not been 
confirmed. The operation does not leave behind it 
any functional disturbances or anatomical changes. 
To the 46 already published in the literature the 
author adds 4 cases of his own of subsequent delivery 
without any difficulty. All the deliveries were 
full-term and the children normally developed. 

JENTTER. 


Wahrer, C.: Hysterotomy as a Method of Termi- 
nating Pregnancy. J. Jowa St. M. Soc., 1914, iv, 
382. By Surg., Gynec. & Obst. 

Wahrer states that Deaner advocates hysterotomy 
for (1) all cases of placenta previa, (2) neglected 
cases of toxemia of pregnancy, (3) as a diagnostic 
measure to determine the question between soft 
myoma and pregnancy, (4) as a diagnostic measure 
in suspected carcinoma. He advocates hysterotomy 
as a routine method of abortion. He cites the 
dangers and uncertainty in the use of the curette 
and points out that sterility may be produced at 
the same time by division of the tubes. 

EUGENE Cary. 


Kunreuther, M.: Method of Performing Abortion 
and Sterilization at the Same Time in Pul- 
monary Tuberculosis (Uber Methodik der 
Schwangerschaftsunterbrechung und gleichzeitiger 
Sterilisation bei Lungentuberkulose). Berl. klin. 
Wehunschr., 


1914, li, 1628. By Surg., Gynec. & Obst. 


There has been an increasing tendency of recent 


years to hold tuberculosis as a justifiable cause for 
artificial abortion. According to Heimann’s statis- 
tics, 73 per cent of tuberculous patients get worse 
during pregnancy and 49 per cent of them die. 
Fellner-Schauta observed exacerbations in 68 per 
cent of the cases that had become stationary. Pre- 
della found that 95 per cent of 1,035 cases observed 
by him grew worse, and Essen-Mdller found that 
50 per cent, even under good sanitarium treatment, 
grew worse or died. 

Kunreuther thinks it best to sterilize at the same 
time abortion is performed to avoid the danger of 
future pregnancies; tuberculous patients are particu- 
larly fertile. Of course this procedure should 
be limited to women who have already had children, 
and those in whom the tuberculosis is manifestly 
being made worse by the pregnancy. The best 
method is abdominal supravaginal high amputation 
of the uterus, leaving the adnexa. The hysterec- 
tomy prevents the menstrual loss of blood and pre- 
vents further conception while the presence of the 
ovaries prevents premature menopause. He has 
performed the operation twelve times without a 
death. He has had an opportunity to examine only 
four of the patients as much as two years after the 
operation, but they had gained in health and weight 
and the tuberculosis had become stationary. 

He calls attention to the bad prognosis for children 
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born of tuberculous mothers. One of his patients 
had had six children, three of whom had died of 
pulmonary tuberculosis and the other three were 
infected. A. Goss. 


Freund, H.: Pregnancy Complicated by Tuber- 
culosis and Heart-Disease (Schwangeren mit 
Tuberkulose und mit Herzstorungen). Gynék. 
Rundschau, 1914, viii, 313. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


In contrast with most of the opinions expressed 
at the Munich Congress, the author thinks much 
can be accomplished by the combined work of 
int tnists and gynecologists in passing judgment 
on cases of pregnancy complicated by tuberculosis 
and heart disease. The internist should give the 
gynecologist detailed information in regard to the 
local findings, but should not decide the question of 
whether abortion should be performed or not, as 
the obstetrician often has greater experience in 
this particular. In hospitals, and especially in 
college hospitals, consultations between internists 
and gynecologists are indispensable, even in the 
clearest cases of pregnancy and tuberculosis, in 
order to work against a tendency to perform abor- 
tion on too slight grounds. In contrast with the 
prevailing idea that heart-disease is comparatively 
without danger during pregnancy, the author be- 
lieves this complication to be one of the most grave; 
for in pregnancy and during the puerperium exacer- 
bations of an old endocarditis are much more 
frequent than is generally known. He gives two 
detailed histories of cases that support his opinion. 

GRAEUPNER. 


Decio, C.: Some Thromboses During Pregnancy 
(Di alcune trombosi nelle donne gestanti). Ann. di 
ostet. e ginec, 1914, i, 338. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Eight case histories are given. All of the eight 
women were near the end of pregnancy; they had 
all been thoroughly well and were suddenly attacked 
without any perceptible cause with pains in the 
lower extremities and swelling of the legs. In 
some there were ectasias of the skin veins, in others 
there was a hard, painful cord in the region of the 
saphenous vein. In only three was there rise of 
temperature. Ordinarily the popliteal was affected. 

During pregnancy thromboses often appear that 
cannot be regarded as infectious thromboses, be- 
cause the presence of pathogenic bacteria in the 
veins can be excluded, and because the further 
course of the disease argues against it. In the 
causation of such thromboses special importance is 
to be attached to mechanical and biological factors, 
such as the slowing of the circulation in the veins 
of the lower extremities, aseptic injuries of the 
vessel walls, and especially changes in the blood- 
pressure. These conditions are to be regarded as 
manifestations of the manifold toxemia of preg- 
nancy. We are therefore justified in giving them 
the name of thromboses of pregnancy. The course 











of the pregnancy is generally not interrupted; the 
thromboses disappear without any harmful conse- 
quences. In some cases, probably as the result 
of the penetration of bacteria into the circulation 
during labor, there is secondary infection of the 
thromboses. This prevents local recovery and the 
woman is subjected to the danger of septic emboli 
and a spreading of the infection. The treatment 
consists in the use of hot compresses. MeEsTRON. 


Landau, L.: Myoma and Pregnancy (Myom und 
Schwangerschaft). Berl. klin. Wcehnschr., 1914, li, 
1445. By Surg., Gynec. & Obst. 


Landau divides the cases of myoma complicated 
by pregnancy into four classes: (1) The myoma 
which gives no symptoms and is often only found 
accidentally on examination during pregnancy or 
labor. No treatment is necessary. This is the 
most numerous class. (2) The myoma_ which 
causes symptoms that make it necessary to operate. 
This type can generally be enucleated without 
interfering with the pregnancy. Landau has per- 
formed this operation and abortion was brought 
about in only one case. Several of the women have 
borne other children since. (3) The myoma which 
causes no general symptoms, but its size and location 
make natural delivery impossible or extremely 
dangerous for mother and child. In these cases 
it is best to wait for the end of pregnancy and per- 
form cesarean section. (4) In the fourth class the 
objective and subjective symptoms are such that 
the patient’s life is threatened. Many advise abor- 
tion in such cases, but this subjects the patient to 
the danger of a later pregnancy. In such cases the 
author performs total or supravaginal hysterectomy 
of the pregnant uterus. He has performed the op- 
eration successfully 31 times. 

The author points out that so many cases of 
pregnancy show a normal course when complicated 
by myoma that it is not necessary for a woman 
to refrain from marriage or child-bearing because 
she has a myoma. A. Goss. 


Wanner: Acute Appendicitis and Pregnancy 
(Akute Appendicitis und Graviditit). Mudinchen. 
med. Wcehnschr., 1914, |xi, 1391. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author points out the rarity of this disease 
during pregnancy and its dangers. On account of 
the displacement of the cecum upward and outward 
during pregnancy there is greater danger of general 
peritonitis and of infection of the uterine contents 
and sepsis through the blood and lymph tracts and 
also through the mucous membrane of the tubes. 
Five cases occurring in the first half of pregnancy 
were operated upon by the author within a relative- 
ly short time. In one case there was abortion on 
the day after the operation; in the others the preg- 
nancy was not interfered with. The incision for 
appendectomy during pregnancy should be made 
somewhat further upward and outward than usual, 
and the middle of the incision should lie over the 
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point of painful resistance. In a case which had 
previously been operated on in the seventh month 
of pregnancy the author found the cecum and 
appendix pushed high up under the liver. Drain- 
age should be avoided as far as possible if there are 
no abscess cavities denuded of peritoneum. 

KELLER. 


Turbeville, J. S.: Hookworm Disease and Preg- 
nancy—the Dangers. South. M.J., 1914, vii, 862. 
By Surg., Gynec. & Obst. 

The author states that Stiles, De See, and Wil- 
liams claim that abortion is likely to occur in 
hookworm disease and quote a percentage of from 
24 to 26. 

The author’s experience has taught him not to 
fear abortion in hookworm patients. However, 
he finds the predisposition to eclampsia is  in- 
creased. 

Relatively the oedemata of pregnant hookworm 
patients are more common, and are quickly re- 
lieved by the eradication of the parasites. Williams 
puts the proportion of eclamptics in general ob- 
stetrical practice as 1 to 500; Turbeville has had 
7 cases to every 300 for a period of twelve years. 

The offspring have, as a rule, always been healthy 
and showed good development, except in extreme 
cases of hookworm disease. EUGENE Cary. 


LABOR AND ITS COMPLICATIONS 


Jarrett, E.: Cervical and Other Tears. N. Am. J. 


Homeop., 1914, XXix, 720. 
By Surg., Gynec. & Obst. 

In patients who are likely to have tears, two, 
three or four sutures are placed in the perineum 
before the head is born. Two fingers of the left 
hand are inserted into the vagina and three chrome- 
gut or silkworm sutures are inserted at equal dis- 
tances, beginning at a variable distance from the 
anus. They are placed according to the thinning 
of the perineum, from one-half to one inch to the 
side of the median line of the perineal body. They 
are passed into the vagina and out again on the 
other side. They are not tied, but clamped and leit 
hanging. 

This maneuver saves time and is a great aid to 
healing. The stitches seem to prevent or limit 
tears. The tears that occurred have all been median 
line tears; none of the lateral, jagged vaginal tears 
have been observed. After delivery the stitches 
are tied and the parts immediately approximated. 

The author advocates the repairing of all cervical 
tears at the time of labor. Epwarp L. CorneELt. 


Danforth, L. L.: Uterine Jnertia. J. 
Homeop., 1914, Xxix, 653. 

By Surg., Gynec. & Obst. 

Danforth first considers the physiological influences 

that initiate uterine contractions. He cites some 

of the old theories and mentions researches made 

during the last two or three years by German 
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physiologists which tend to show that the onset of 
labor and its regulation depends upon unknown 
substances circulating in the mother’s blood. 
Physiological experiments tend to show that meta- 
bolic processes within the foetal body are capable 
of developing substances which produce a sort of 
systemic intoxication in the mother’s blood that 
seems to be specific in producing uterine con- 
tractions. Von der Heide is certain that feetal 
serum is capable of inducing labor and that the 
action is one of anaphylaxis. The pituitary gland 
seems also to play an important part in the pro- 
duction of labor and increases in size, weight, and 
color during pregnancy. Its action is very slight 
on the early pregnant uterus, but its intensity in- 
creases with the nearness of the term. 

Inertia uteri may be primary or secondary. In 
the former, uterine action may be feeble from the 
beginning, due to a defect in the muscle or to in- 
nervation; this condition is seen in women of the 
poorer classes who have borne a large family rapidly. 
In the latter condition the uterine action may begin 
favorably but grow feeble after atime. Most marked 
cases are due to fatigue from disproportion. 

The dangers that arise from this form are more 
serious when inertia occurs in the second stage of 
labor, although inertia in the first stage is not 
without some danger. An increasing mortality and 


morbidity is also noted in later childhood, due to 
prolonged uterine inertia. 

Treatment of uterine inertia is exceedingly broad 
and embraces the widest knowledge of the physiol- 
ogy and phenomena of labor. 


Interference with 
labor is not indicated unless objective signs of 
danger to the mother or child are apparent. If 
inertia is primary, the cause should be sought. If 
mechanical, as in an overdistended uterus from an 
excess of liquor amnii or from twins, labor may be 
started by draining away the fluids; malpositions 
of the foetus should be corrected, and a pendulous 
abdomen supported by a well-fitting binder. 

If engagement of the foetal head, due to dis- 
proportion, causes inertia, the author advocates 
cesarean section. If due to a resisting cervix, he 
advocates the use of the elastic bag. If the pelvic 
floor resists progress, he advises the use of forceps. 

Pituitary extract should have no place in normal 
labor. Danforth believes it should be used tenta- 
tively to bring the presenting part within easy range 
of a simple forceps operation. EUGENE Cary. 


Goldwasser, J.: Injuries to the Eye During Delivery, 
Especially in Forceps Delivery, and Their 
Medicolegal Significance (Uber die Augenver- 
letzungen bei der Geburt und besonders bei der 
Zangenoperation, und ihre gerichtlich-medizinische 
Bedeutung). Beitr. s. Geburtsh. u. Gynék, 1914, 
xix, 365. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In connection with two cases at the Miinich 

Gynecological Clinic the author discusses injuries 

to the eye during delivery. In the first case men- 
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tioned ‘‘the eye was found by the midwife in the 
placenta after the physician had left.” In passing 
medicolegal judgment it must be remembered that 
eye injuries of the severest sort have been observed 
in spontaneous deliveries. Incorrect application of 
forceps or unskillful handling are hard to prove, and 
it must be remembered also that even with correct 
indications and technique injuries to the eye are 
sometimes unavoidable. KUusTER. 


Polak, J. O.: Twilight Sleep. Long Island M. J., 
1914, Viii, 455. By Surg., Gynec. & Obst. 

As statistics show that it is possible to produce 
analgesia and amnesia in go per cent of the cases in 
which “twilight sleep” is induced, Polak believes 
a woman is entitled to the relief of pain during 
labor if it is possible without undue risk to mother 
or child. In using scopolamine-narcophin anes- 
thesia the cervix dilates more easily and rapidly, as 
there is no pain from its stretching; hence the first 
stage of labor is shortened. The second stage may 
be prolonged and the patient should be watched 
closely. The danger from scopolamine-narcophin 
anesthesia is due chiefly to an overdose of mor- 
phine. By using the minimum amounts required 
to produce sleep, by the individualization of the 
patient, and by the free use of water throughout the 
sleep, the danger can be very largely prevented. 

The child is usually slightly narcotized and does 
not cry for two or three minutes after birth, but there 
is no cyanosis unless too much morphine has been 
used or the second stage has been unduly prolonged. 

The sleep is particularly indicated in the nervous 
type of physically unfit, as it allows full dilatation 
of the cervix without much shock or fatigue. Dry 
labors and borderline pelvic contraction are indica- 
tions for the use of ‘“‘twilight sleep.” 

The patient should be definitely in labor when the 
first injection is given. She should be watched 
carefully, the condition of pupils, the pulse, the 
respiration, and the character of the uterine con- 
traction being noted. Vaginal examinations are 
avoided. The foetal heart rate is recorded every 
half hour. Arrhythmia or slowing of the heart is a 
bad sign. 

Fifty-one cases were carried through successfully 
with entire amnesia and no foetal mortality. 

D. H. Boyp. 


Heller, J.: A Study of One Hundred and Fifty Cases 
of Twilight Sleep. Med. Rec., 1914, Ixxxvi, 797. 
By Surg., Gynec. & Obst. 
The author’s conclusions are based on the records 
of 150 cases, private and charity, delivered in the 
Jewish Maternity Hospital. No case was excluded 
except for one of the following reasons: (1) A 
marked disproportion between the foetal head and 
the pelvis, necessitating a major obstetric operation. 
(2) Placenta previa. (3) Absent or doubtful 
foetal heart sounds. (4) The woman too far along 
in labor. 
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Of the 150 cases 113 were primipare, 37 mul- 
tipare. Delivery was spontaneous in 131 instances. 
Forceps were used 18 times. The remaining deliv- 
ery was a breech extraction. Fifteen of the for- 
ceps operations were of the low variety. They 
were actually indicated in only 6 cases. In the 
other instances forceps were used for the conven- 
ience of the accoucheur. 

The third stage was uneventful, the average dura- 
tion being 20 minutes. In no case was the pla- 
centa retained more than 30 minutes. No abnor- 
mal bleeding was observed. 

The author is unable to state, with certainty, the 
effect of ‘twilight sleep” on the duration of labor. 
However, he feels that the first stage is somewhat 
shortened, while the second is positively prolonged. 

The usually reported effects of the drugs on the 
mother were noted. Amnesia was not observed 
until after the third injection of scopolamine. 
Restlessness was rather frequently noted during the 
early part of the work. Added experience with the 
procedure has enabled the author to eliminate 
much of this in his more recent cases. 

The foetal heart-beat never went above 160 nor 
fell below 120. In only one case was there any 
great difficulty in resuscitating the child. Be- 
cause of the mother’s restlessness before delivery 
she received three injections of morphine-narcotine 
meconate. The cry was delayed five minutes in 
29 cases. All of the remaining children cried im- 
mediately and spontaneously. There were no 
stillbirths. Three of the children died a short time 
after birth. The death of two of these cannot be 
attributed to the narcotic. One was premature, 
with a spina bifida, and died three hours after birth. 
The other died of melena neonatorum on the third 
day. ‘The cause of death in the third case was not 
definitely determined. If it be attributed to 
twilight sleep, the infant mortality would be 0.6 
per cent, which is lower than ordinary. 

The technique employed was the same as that 
used in the Freiburg Clinic. Morphine-narcotine 
meconate was repeated in only a few instances, 
owing to the extreme restlessness of the mothers. 

The greatest number of injections of scopolamine 
given to one patient was 19, the average was five. 
Pituitrin was used rather frequently. 

The results are as follows: In 122 cases, or 81.3 
per cent, amnesia and analgesia were obtained; 
in 13, or 8.7 per cent, analgesia without amnesia oc- 
curred. This result, i.e., analgesia without amnesia, 
the author claims, is ideal, as it allows the patient 
to use her abdominal muscles during the second 
stage. In 15 cases, or 10 per cent, failure resulted. 
Two cases of nephritis and two of chronic endo- 
carditis are included in the series. A. C. Brcx. 


Knipe, W. H. W.: The Freiburg Method of Dam- 
merschlaf. Am. J. Obst., N. Y., 1914, lxx, 884. 
By Surg., Gynec. & Obst. 


An extensive review is given of the use of scopo- 
lamine and morphine in obstetrics from its first use 
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by Steinbuchel until its modified use by Gauss. 
The technique as used at Freiburg is described, and 
statistics of various writers, who have followed more 
or less closely the methods of Gauss, are quoted. 
He shows that the adverse reports were in every 
case from clinics where the method of Gauss was not 
followed. Gauss maintains that the unfavorable 
results were due to the lack of the control of the drug 
by memory tests, and points to the large percentage 
of painlessness as an example of overdosing. 

The method of Siegel, which is an attempt to 
simplify the technique so that it can be more gen- 
erally used, is also given. Attention is called to the 
fact that the method of Siegel does not give nearly 
as good results as does the individualizing method of 
Gauss. 

The author has tried all of the forms of opium 
which have been used in twilight sleep and states 
that the solution of morphine-muriate gives the 
best results. It is important to use a stable solu- 
tion of scopolamine. Most watery solutions de- 
compose quickly, forming a by-product, apo- 
atropine, which is toxic, and, according to Gauss, 
has produced most of the bad results quoted by 
Hocheisen and others. Kessel has reported that 
on adding a drop of a thin permanganate of potash 
solution to the solution of scopolamine, if there is 
any of the apo-atropine present, it shows itself by 
the production of a brownish-yellow color: this test 
is very delicate. Prof. Straub of Freiburg prevents 
the decomposition of the scopolamine by adding 10 
per cent of sexatomic alcohol mannite to the solu 
tion. 

Knipe has employed twilight sleep in 41 cases, 
with the following results: 85 per cent of the babies 
cried lustily as soon as born, without any stimula- 
tion; oligopnoea was observed in 7 per cent; all lived. 
In addition there were 3 cases in which the um- 
bilical cord was tightly wound twice around the 
neck, with one oligopnoea, one apnoea, and one still- 
birth. In the mother complete amnesia was se 
cured in 32 cases, or 78 per cent; partial amnesia in 
4 cases, 10 per cent; analgesia without amnesia in 
I case, 2 per cent; failures in 4 cases, 1o per cent. 

C. H. Davis. 


Wichmann, S. E.: The Use of Metreurysis in Ob- 
stetrics; a Preliminary Report on a Modifica- 
tion of the Champetier and Ribes Bags (Uber 
die Anwendung der Metreuryse in der Geburts- 
hilfe; zugleich eine vorliufige Mitteilung iiber eine 
Modifikation des Champetierschen und _ Ribes 
schen Ballons). Duodecim, Helsinski, 1914, xxx, 


263. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author criticises the defects of the Champetier 
bag and describes in this connection a case in the 
obstetrical clinic at Helsingfors where he lost a 
mature child in a case of partial placenta previa 
through a complication due to the defects of the bag. 
As a result of this case he constructed a new metreu- 


rynter. The modification consists, in the first 
place, of replacing the base of the bag, which is a 
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segment of a sphere about 3 cm. high, by a flat base, 
or if it is technically possible and corresponds to 
practical needs, a slightly concave one. In the 
second place the transition from the shaft to the 
bag in the old Champetier bag has a periphery of 
about 10 cm. and a distance from the base of the 
bag of about 12 cm.; that in the new bag has the 
same periphery but a distance from the plane of the 
base of only about 6 cm. This causes the present- 
ing part, with a dilatation of the os of, for example, 
1 to 2 fingers’ breadths, to be pushed upward not 
15 cm. but only about 6cm. In the third place the 
connection of the tube with the cock is not accom- 
plished by copper wires, but by a ring-shaped clamp, 
and it is fastened to the same ring to which the 
extension weights can be conveniently applied. 
BJORKENHEIM. 


Zarate, E.: Different Techniques for Hebosteot- 
omy (Les différentes techniques d’hébostéotomie). 
Rev. mens. de gynéc, d’obst. et de pédiat., Par., 1914, 
ix, 30%. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


After discussing the different methods the author 
describes his method of hebosteotomy, which he has 
used successfully for 6 years and which is quite 
similar to Bumm’s technique. His own needle has 
a greater radius to the curvature, and the holder is 
perpendicular to the axis of the needle, so that 
adaptation to the bone is easier. The needle is 
introduced on the left side 1 cm. from the spine of 
the pubis and directed obliquely downward. In 
the meantime the index and middle fingers of the 
left hand make prophylactic lateral movements in 
the vagina to protect the soft parts. The exit of 
the needle at the outer edge of the labium majus is 
at the point of junction of the ascending ramus of 
the ischium and the descending ramus of the pubis. 
Delivery generally takes place spontaneously within 
the next hour, generally after an injection of hy- 
pophysin. During the first two days a catheter is 
kept in the bladder, and a compression bandage 
applied to the pelvis. The patient is able to get 
up after 18 to 20 days. Hotste. 


PUERPERIUM AND ITS COMPLICATIONS 
King, J. E.: Past and Present Views upon the 


Treatment of Puerperal Sepsis. /nterst. M. J., 
1914, Xxi, 1310. By Surg., Gynec. & Obst. 


In discussing the former treatment of puerperal 
infection the author mentions the use of phlebotomy. 
At the onset from 20 to 30 ounces of blood were with- 


drawn. This was repeated one or more times. 
In some cases 60 to 80 ounces were taken within 
3 or 4 days. Purging also was a favorite practice. 
Calomel, castor oil, Epsom salts, and jalap were 
used in large doses. From one-half to one ounce 
of calomel frequently was given within three or four 
days. 

After 1850, as a result of the teaching of Holmes 
and Semmelweis, crude efforts at prophylaxis were 
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introduced. Prophylaxis, however, met with little 
favor until Pasteur and others placed the germ 
theory on a firm foundation. 

Following the demonstration of the streptococcus 
in the infected endometrium the curette was em- 
ployed as a means of removing the infection. For 
a time routine curettage was a common practice. 
After Bumm demonstrated Nature’s attempt to 
limit further invasion by an infiltration of round 
cells, the use of the curette passed into disrepute. 
At the present time curettage is resorted to only in 
those cases which show evidence of the retention of 
clots or secundines. The blunt curette and, when 
possible, the finger have supplanted the sharp 
instrument of former times. 

The author considers the use of intra-uterine 
douches of antiseptics and germicides of no value. 
Some physicians think they are distinctly harmful. 

In colon infections of the chronic type autogenous 
vaccine has in a number of the author’s cases been 
of distinct benefit. In other cases vaccines have 
proved valueless. 

Operative treatment has been followed by dis- 
couraging results except in thrombophlebitis. 
Ligation of the pelvic veins has been followed by 
good results in a number of cases reported. 

In summarizing the author states that the 
greatest advances have been made along the line 
of prophylaxis. He believes that, except in rare 
instances, all cases are due to carelessness or ig- 
norance. In this connection he calls attention to 
the midwife evil, concluding with the statement 
that the midwife is neither necessary nor useful 
and that her existence in this enlightened age is a 
crime. A. C. BEcK. 


James, J. E., Jr.: Clinical Suggestions Concerning 
Puerperal Septic States. Hahneman. Month., 
1914, xlix, 809. By Surg., Gynec. & Obst. 


The author believes that fever in the puerperium 
bespeaks sepsis; but he modifies this statement 
with a few exceptions, as the elevation of tempera- 
ture during the first 24 hours after birth in protract- 
ed, difficult labor, or after intra-uterine manipula- 
tions or excessive hemorrhage. Also a slight rise 
in temperature may occur at the time the breasts 
fill with milk, in neurotic women especially. 

When infection in the generative tract is dis- 
covered it may either have been brought there from 
the outside or have been present in the form of a 
latent gonorrhoeal infection. The author thinks 
that the usual inert vaginal flora may cause sepsis 
in the presence of many lacerations. This he 
terms “‘auto-infection.”’ 

James emphasizes the fact that all local infections 
of the lower birth-canal give the same clinical pic- 
ture, and therefore the condition must not neces- 
sarily be judged an intra-uterine infection. He has 
very often found a pseudodiphtheretic infection 
about the cervix. For this condition he uses 
vaginal douches and the iodine application through 
a speculum. 
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If the condition is found to be intra-uterine, as 
necrotic material having been retained, digital 
curettage should be insisted upon and intra-uterine 
irrigations should be infrequent. 

In cases where general sepsis develops the author 
believes in a most generous diet, free catharsis, and 
free kidney and skin activity. Alcohol, internally 
used, seems most beneficial. Vaccine therapy is 
favorably thought of, and antistreptococcus serum 
may be useful. EUGENE Cary. 


Rouvier, J.: Treatment of Puerperal Eclampsia 
by Morphine and Its Adjuvants (Nouvelles 
remarques cliniques sur le traitement de l’éclampsie 
puerpérale par la morphine et ses adjuvants). 
Bull. Soc. d’obst. et de gynéc., Par., 1914, iii, 417. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The treatment of eclampsia during the puerperium 
must be directed chiefly against the attacks. Milk 
diet is much to be preferred to infusion of water, 
and should be followed by salt-free vegetarian diet. 
In morphine treatment large doses should be given; 
14 cg. or even more can be given in 26 hours. 

Immediately on the patient’s admission the 
author gives 2 cg. and after half an hour another 
cg., after another half hour 0.25 cg.; then if the 
attacks stop and do not return for two hours he 
injects another o.5 cg.; if the attacks do not stop 
then 1 cg. is given every hour; also, if the attacks 
stop for a while and then begin again 1 cg. is given 
every hour. Besides stopping the attacks the 
morphine has a salutary effect on the kidney secre- 
tion, preventing overfilling of the kidneys with 
blood and decreasing the albumin excretion. In 
order to prevent accumulation of toxins in the gas- 
tro-intestinal canal it is well to give stomach irriga- 
tions of 5 to 6 liters of sterile water, which must be 
repeated once or twice within a few hours; later, 
only when bilious vomiting occurs. Moreover, the 
intestine should be irrigated with 6 liters of sterile 
water, repeated every 6 to 8 hours. ‘This is con- 
tinued for 24 hours, till all foetid masses have been 
removed from the intestine. To support kidney 
function 3 to 4 gm. of helmitol per day is given. 
Prolonged oxygen inhalation is advised to guard 
against oedema of the lungs. Because of the prog- 
nostic importance of oedema of the brain and 
meninges lumbar puncture should be performed; 
if there is blood in the fluid it is a very bad sign. 

In post-eclamptic amnesia and mania he prefers 
morphine to any other sedative. Moreover, he 
believes that post-eclamptic mania is less frequently 
observed under morphine treatment than was for- 
merly the case after bleeding. FRANKENSTEIN. 


Spire, A.: A Case of Spontaneous Inversion of the 
Puerperal Uterus (Un cas d’inversion utérine 


puerpérale spontanée). Rev. mens. de 
d’obst. et de pédiat., Par., 1914, ix, 321. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


gynéc., 


The patient, a 20-year-old primipara, had very 
poor pains which, being without effect, made de- 
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livery by forceps necessary. Severe coughing dur- 
ing the third stage, before the placenta was sepa- 
rated, caused the uterus to become completely in- 
verted. The placenta was separated and the pa- 
tient fainted. Reinversion was effected without 
anesthesia. The patient soon recovered. Secale 
was given and there was a prophylactic administra- 
tion of antistreptococcus serum. ‘The puerperium 
was slightly febrile. Knoop. 


Seifert, M. J.: Latent Atypical Malaria Complicat- 
ing the Puerperium. J. Am. M. Ass., 1914, 
lxili, 2215. By Surg., Gynec. & Obst. 

The author reports a case of malaria complicating 
pregnancy. The patient, aged 25, during girlhood 
had anemia accompanied by fainting spells and 
dropsy. 

On the sixth day after the birth of her first child 
she had chills and fever. Delivery had been at- 
tended with perineal and cervical lacerations. ‘The 
illness lasted three weeks, but recovery was gradual 
on tonic and supportive treatment. Good health 
continued until the birth of the second child five 
years later. 

Birth was again attended with perineal and 
cervical lacerations and moderate haemorrhage, 
and six days later the left breast became indurated 
and painful, accompanied by chill and fever to 
102.6°, pulse 104. The following day the pulse 
increased to 140 and the temperature arose to 104.2°, 
subsiding to normal in the evening. 

There were no evidences of pelvic infection which 
excluded puerperal septicaemia, and the symptoms 
were attributed to the breast condition. The 
urine showed specific gravity 1,032, albumin 4 
per cent (volumetric), sugar a trace, hyaline and 
granular casts. On the third day the puse was 130, 
temperature 104°; the fourth day, pulse 130, tem- 
perature 105.2°; fifth day pulse 140, temperature 
106.8°. The pulse continued above t1o and the 
temperature above 1o1°; no periodicity. Blood 
examination disclosed numerous malarial parasites 
of the tertian variety. Antimalarial treatment was 
effective in 24 hours. Recovery was gradual. 
On the subsidence of all symptoms lochial discharge 
reappeared, which, on microscopic examination, 
showed gonococci. 

The author makes a plea for exhaustive methods 
of diagnosis as a routine practice, taking nothing 
for granted. He urges that all unusual cases be 
examinied exhaustively, clinical data and_ labo- 
ratory findings being carefully studied. 

H. G. Hamer. 


Batisti, C.: Mental Diseases in Relation to the 
Puerperium (Le malattie mentali in rapporto al 
puerperio). Note e riv. di psichiat., 1913, xlii, 378. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The conception ‘‘puerperal psychosis” can be 
admitted today only to the extent that the puer- 
perium is the starting point of a series of ordinary, 
well-known psychic diseases. The puerperium is 
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a particularly favorable predisposing factor in 
psychic disturbances, for aside from neuropsycho- 
pathic heredity there are toxic infectious processes, 
exhaustion, and other factors that profoundly 
affect the psyche. For the term ‘puerperal 
psychosis”? there should be substituted the more 
accurate ones of amentia, maniacal depressive 
phrenosis, and dementia pracox, which are the 
mental conditions most often appearing during the 
puerperium, and for which the puerperium is only 
the predisposing cause. GATTORNO. 


Santi, E.: The Value of Fixation Abscess in the 
Treatment of Puerperal Infection (Uber den 
Wert der Fixations-abscesse in der Behandlung 
der Puerperalinfektionen). Zéschr. f. Geburtsh. u. 
Gynak., 1914, Ixxvi, 192. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports 12 additional cases of puer- 
peral sepsis treated by the formation of a fixation 
abscess, all but two of which were cured. He 
recommends not only one injection, as in his previ- 
ous works, but repeated injections of turpentine oil 
under the skin of the abdomen; he no longer limits 
the injections to 1 ccm. but gives as much as 5 ccm. 
He especially recommends that this remedy be used 
early. The course of the disease generally runs 
parallel with the reaction against the turpentine 
injection. In the severe cases the first injection is 
followed by only a moderate reaction — the disease 
is only slightly intluenced — but always enough so 
that early death is prevented and the course of the 
disease prolonged. On the second injection the 
reaction is greater and is accompanied by a slight 
improvement; on the third and fourth injections the 
reaction is better and more pronounced. ‘There are 
no contra-indications to the remedy. In no case 
was the disease made worse by the treatment. 

EISENREICH. 


MISCELLANEOUS 


Falls, F. H., and Bartlett, F. K.: Placental Pro- 
teins in Skin Reactions. Am. J. Obst., N. Y., 
1914, Ixx, o10. By Surg., Gynec. & Obst. 


The authors review the work which has been 
done along this line during the past few years, and 
after describing in detail the points observed during 
their experiments, the preparation of their materials, 
the technique followed, and their results, draw the 
following conclusions: 

Proteins prepared from the placenta in this way 
or whole placenta, when introduced by the Von 
Pirquet intracutaneous or subcutaneous method, 
cause in most cases a local reaction in pregnant and 
non-pregnant individuals. The difference in the 
reaction, however, is neither great nor constant 
enough to be of value in the diagnosis of pregnancy. 
This speaks against the theory that the pregnant 
woman is specifically sensitized to placental pro- 
teins. The lack of a general anaphylactic reaction 
also opposes the view that the pregnant woman is in 
fact a sensitized woman. 
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The method of preparation of the proteins is 
open to the objection that the manipulations may 
have so changed the substrate that the specific 
ferments could no longer attack it and break it 
down. While this may be true, other proteins 
capable of sensitizing and producing anaphylactic 
shock can be handled in a similar manner and 
retain their specificity, as shown by Vaughn, Wells, 
and others. C. H. Davis. 


Edelberg, H.: Réntgen Rays and Pregnancy 
(Réntgenstrahlen und Schwangerschaft). Berl. 
klin. Wehnschr., 1914, li, 1262. 

By Surg., Gynec. & Obst. 
Experiments have shown that exposure of rabbits 
and guinea pigs to réntgen rays produces temporary 
sterility, and that if the animals are pregnant 
abortion is apt to be produced. There have been 
no reports on similar experiments in human beings. 
Edelberg reports the case of a woman who was 
being given réntgen treatment for myoma of the 
uterus. She became pregnant about the middle 
of June and réntgen treatment was continued until 
the third of July. During this time 35 X Kienbéck 
was given. Pregnancy and labor were normal and 
the child, now in its seventh week, is normal and in 
good health. A. Goss. 


Pardi, U.: Internal Secretory Function of the 
Ovary During Pregnancy (Sulla funzione endoc- 
rina dell’ovaio durante la gravidanza). Speri- 
mentale, 1914, Ixviii, 183. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author performed the following series of 
operations upon many pregnant rabbits on the 
sixteenth to twentieth days of pregnancy: thermo- 
cautery of all the corpora lutea of both ovaries, 
bilateral odphorectomy, unilateral odphorectomy 
followed by removal of the other ovary during a 
later pregnancy, transplantation of an ovary and 
removal of the other during a later pregnancy, liga- 
tion and resection of both tubes, superficial thermo- 
cautery of both ovaries, extraperitoneal displace- 
ment of an ovary (this was done in virgin animals 
also) and removal of the other during a later preg- 
nancy. 

From his experiments Pardi comes to the follow- 
ing conclusions: In rabbits, up to about the 
twentieth day of pregnancy the ovary is necessary 
to the continuance of the pregnancy; this function 
of the ovary is not due to the corpus luteum, for 
its activity ceases at about the sixteenth day of 
pregnancy; the tissue of the ovary also has an im- 
portant functional significance in the physiology 
of pregnancy; probably it is not the follicle ap- 
paratus, but the interstitial ovarian gland that is 
the source of this function. ScHMID. 


Sippel: Zischr. f. 


Osteomalacia (Osteomalacie). 
Geburtsh. u. Gynak., 1914, Ixxvi, 254. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A woman of 39 had always been well up to her 
twenty-sixth year, when a tumor suddenly ap- 
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peared on her lower jaw, which on account of its 
rapid growth made complete excision necessary. 
It was found to be a sarcoma. Soon afterwards 
small painful tumors appeared in both hips, but 
were concealed on account of fear of operation. 
Two years later the patient married and soon be- 
came pregnant, and during the pregnancy a severe 
osteomalacia developed. The child was carried to 
full term, was delivered by forceps, was strong, and 
has developed well. After the delivery the symp- 
toms did not subside, but, as in the last months of 
pregnancy, there were repeated spontaneous frac- 
tures of bones, and gradually large bone tumors 
developed in the upper part of both femurs and the 
right ilium. For five years the pain, which was 
almost unendurable, stopped, and the condition 
became stationary. The patient again became 
pregnant, and in the fourth month came to the 
hospital for artificial abortion. The severe osteo- 
malacic changes shown by projection pictures are 
described in detail. 

The peculiarity of the case lies in the large cystic 
bone tumors in the region of the pelvis and both 
femurs, which became as large as a child’s head. 
The masses, which when examined were as hard 
as bone, must formerly have been soft, as was 
indicated by their flattened posterior surfaces. 
Both hip and knee-joints became almost com- 
pletely ankylosed. The author thinks the tumors 
were benign cysts on account of their slow develop- 
ment, although sarcoma is more usual in connection 
with osteomalacia and the history is very suspicious. 
Castration by réntgen irradiation is being con- 
sidered. RUHEMANN. 


Walcher, Jr.: Effect of Contracted Pelvis on the 
Form of the Skull During Pregnancy (In der 
Schwangerschaft konfigurierte Schidel bei engem 
Becken). Zentralbl. f. Gyndk., 1914, xxxvili, 708. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Just as the shape of the head of the newborn 
child may be affected by its position, so may the 
configuration of the skull of the foetus be power- 
fully influenced during pregnancy. In primipare 
with contracted pelvis Walcher has observed com- 
paratively frequently that the head entered the 
pelvis during pregnancy, developed further there 
and adapted its shape to that of the pelvis, so that 
after a short delivery the form of the head con- 
formed to a certain degree to the form of the pelvis. 

FETZER 


Torbett, J. R.: The Prenatal Care of Obstetrics. 
Canad. M. Ass. J., 1914, iv, 1086. 
By Surg., Gynec. & Obst. 


The question of the hygiene of pregnancy and 
subsequent management of the labor and puerpe- 
rium as carried on by the Pregnancy Clinic of the 
Boston Lying-In Hospital occupies the main part 


of the author’s paper. He has very clearly de- 
scribed the workings of this clinic from its birth in 
1881 to the present time, showing how, by careful 
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and thorough work, they have been able to build 
up a clinic that cares for 2,000 women, in their 
homes, every year. 

The work has been largely carried on by the 
students of Harvard Medical School in coéperation 
with the Instructive District Nursing Association, 
and later the Women’s Municipal League. Nat- 
urally all the actual work connected with this de- 
partment is under the direct supervision of the 
attending staff of the Boston Lying-In Hospital. 

Patients from the out-patient department come 
directly to the pregnancy clinic, where a very careful 
history is taken, special attention being given to 
previous obstetrical history. A thorough general 
examination is made and accurate pelvic measure- 
ments are taken. The urine is examined and the 
blood-pressure recorded. 

Having the foregoing data properly recorded, the 
patient is given directions as to the hygiene of 
pregnancy, with directions to return to the clinic 
in one month, or sooner, if any untoward symptoms 
appear. The patient’s name is then given to a 
nurse, who makes any follow-up visits that may be 
necessary to the proper supervision of the case. 

All patients are urged to come to the clinic as 
soon as they suspect pregnancy, but it is rare to have 
them report earlier than the fifth to the sixth 
months. 

Should the patient’s urine show albumin ac- 
companied by a high blood-pressure and the symp- 
toms be acute, she is sent into the hospital for 
treatment. If the symptoms are mild, she is 
instructed as to what to do and told to report back 
to the clinic in three, five, or seven days. If she 
does not return at the stated time, a nurse is de- 
tailed to look up the case and report her findings 
to the physician in charge. Usually these patients 
report back promptly and take an intense interest 
in the outcome of their cases. 

Careful supervision of the entire pregnancy in 
such manner enables one to practice the art of 
obstetrics according to scientific principles. From 
the student’s standpoint the training is ideal, for 
it enables him to acquire superior knowledge in 
the systematic handling of his maternity cases. 

The cost of such a system, exclusive of the actual 
confinement and the services of the physician during 
pregnancy, has averaged, for 2,000 cases, $1.16 per 
patient. 

In conclusion, the author emphasizes the need of 
such an institution in every community and its 
inestimable value to every medical man who wishes 
to practice honest obstetrics. 

Harvey B. MAtruews. 


Gordon, A.: An Unusual Form of Birth Palsy. 
J. Am. M. Ass., 1914, \xiii, 2282. 

By Surg., Gynec. & Obst. 

The paralysis occurred in the flexor carpi ulnaris 

and flexor carpi radialis muscles. The case was a 

breech presentation and forceps were applied in the 

mento-occipital position for the final delivery of the 
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after-coming head. The paralysis was _ bilateral 
and symmetrical and confined to the flexors of the 
wrists exclusively. The child was able to elevate, 
abduct, adduct, rotate, pronate, and supinate 
the arms and forearms. The wrists remained 
extended in all these movements. ‘The fingers 
were all flexed as in a normal condition. 

In this case the two branches of the median and 
ulnar nerves supplying the flexor carpi ulnaris and 
flexor carpi radialis evidently became involved 
during the accoucheur’s manipulation. The damage 
was done to those filaments of the seventh and 
eighth cervical roots which enter into the formation 
of the ulnar and median nerves, but which become 
separated from the main trunks at the level of the 
upper third of the forearm to enter the correspond- 
ing muscles. Epwarp L. CorNELL. 


Klebanski: Study of the Duration of Gonorrheal 
Ophthalmia of the Newborn; Its Treatment 
with Silver Salts and Vaccine Therapy (Recher- 
ches sur la durée de lophtalmie gonococcique du 
nouveau-né et sur le traitement par les sels d’argent 
et la vaccinothérapie). Rev. prat. d’obst. et de 
pédial., Par., 1914, xxvii, 97. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author bases the following conclusion on 116 
cases: The duration of gonorrhceal ophthalmia of 
the newborn varies from 8 to 90 days, the average 
being 35 days. The earlier the child comes for 
treatment the shorter the duration of the disease; 
cases which come for treatment the first week are 
generally well within less than three weeks. The 
combined treatment with silver nitrate solution and 


ardysol 1:5 is more effective than that with silver 
nitrate alone; instead of 25 per cent injuries of the 
cornea there are only 16.5 per cent. Vaccine treat- 
ment has no effect on the course of gonorrhceal 


ophthalmia in the newborn. VoicT. 


McClanahan, H. M.: Management of Delicate and 
Premature Infants in the Home. J. Am. M. 
Ass., 1914, Ixiii, 1758. By Surg., Gynec. & Obst. 

The two general requirements in the care of pre- 
mature infants are proper nourishment and the 
maintenance of body heat. In order to sustain 
life, body heat must be maintained, also a rapid dis- 
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sipation of heat must be prevented. Heat is given 
off from the body by the excretions—the lungs and 
the skin. This heat loss can be greatly limited. 

The author’s experience with the modern incu- 
bator has not been satisfactory in a number of cases. 
The infants live a few days and then die, even when 
they are not losing weight. For this reason he has 
resorted to the following method: 

An ordinary clothes-basket, 24 inches long, is 
used. The bottom is padded so that the basket 
has a depth of 8 inches; it is lined with white oil- 
cloth, and over this a layer of cotton batting is placed. 
This, in turn, is covered with white flannel, which is 
fastened over the top of the basket by safety pins, 
so that the upper portion can either be turned 
back or fall about the neck of the infant, leaving 
the body surrounded by an air-space. 

Heat is maintained by means of hot-water bottles 
covered with flannel. A thermometer is kept in the 
basket and a temperature of from go° to 95° main- 
tained. At night it may be necessary to cover the 
basket with a rubber sheet in order to maintain the 
temperature. The infant’s face is exposed, so that 
it breathes purer air than in the incubator. 

The body of the baby is anointed with olive oil, 
wrapped in a layer of cotton batting loosely applied, 
and then in a soft flannel blanket. The infant can 
be fed in the basket without being removed. Ab- 
sorbent cotton pads can be used for napkins, thus 
allowing the infant to remain in the basket except 
when the body is oiled. 

As soon as the infant’s weight increases, the 
temperature in the basket can be lowered, and in 
two or three weeks the hot-water bottles can be 
dispensed with. 

The proper food is breast milk diluted with an 
equal quantity of water. The infant is too weak to 
nurse and, therefore, should be fed. The strength 
of the food is rapidly increased. For the first three 
days food should be given every hour; after that 
the interval should be lengthened. 

Among the dangers to be guarded against are 
regurgitation of food in the throat and suction into 
the larynx. Also excessive external heat will 
produce a fever even as high as 105° F. 

Epwarp L. Cornett. 
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KIDNEY AND URETER 


Baldwin, J. F.: Adrenal Precocity; Precocious 
Development of the External Genitals Due to 
Hypernephroma of the Adrenal Cortex. J. 
Am. M. Ass., 1914, xiii, 2286. 

By Surg., Gynec. & Obst. 

The author reports a case in a child of precocious 
appearance of hair on the face and pubes and 
external genitals in connection with a hyperne- 
phroma of one adrenal body. 

In an exhaustive article on this subject, with the 
report of one case, Jump, Beates, and Babcock 
have collected from the literature records of seven- 
teen cases, their own case making the eighteenth. 
Of the eighteen cases reported, all patients died 
before they were 16 years old. Some were operated 
on and died shortly after. In others the growth 
was inoperable when the patient came under obser- 
vation. In all the cases the conditions present were 
verified by a more or less complete necropsy. 

One case, a boy aged 5 years and to months, 
appeared in height and weight about normal for 
his years. The facial expression, however, seemed 
to be that of a man of 35 or 40. He had been shav- 
ing for some time. The genital organs were appar- 
ently those of an adult, except that the testicles 
were small and not completely descended; the 
voice was that of an adult, but the mentality was 
that of a mere child. There was a large tumor in 
the abdomen. It was extensively adherent, and 
somewhat nodular. Considering the extensive 
condition of the tumor and the poor condition of 
the child, operation was not advised; the child died 
at the age of 6 years. 

At autopsy the tumor was found lying between 
the layers of the mesentery of the descending colon. 
It weighed about 15 pounds with numerous small 
nodules protruding. The kidneys showed a chronic 
diffuse parenchymatous nephritis. The liver was 
full of metastatic nodules. THEO. Drozpow!tz. 


Spitzer, W. M.: Continuous Painless Renal Hem- 
orrhage and Its Treatment. J. Am. M. Ass., 
1914, Ixiii, 2110. By Surg., Gynec. & Obst. 

After a detailed discussion of 
pathology, and treatment of renal 
without pain, Spitzer concludes: 

1. The changes found in the kidney of essential 
hematuria are identical with those found in passive 
congestion and are therefore caused by passive 
congestion. 

2. The bleeding is due to passive congestion, the 
kidney being an organ so constructed that it must 
of necessity bleed in the presence of passive con- 
gestion. 


the etiology, 
hematuria 


3. It is erroneous to ascribe the bleeding to ne- 
phritis, as there are no clinical symptoms or urinary 
findings indicative of nephritis, nor can the latter 
be unilateral. Still it is admitted that if the bleed- 
ing continues, the pathologic changes in the kidney 
will be the same as in chronic interstitial nephritis. 

4. The passive congestion occurring in one kidney 
only is due to some interference with the outflow 
of the blood, which comes from a twisting of the 
kidney on a short pedicle. 

5. Operative interference is warranted only 
when it becomes necessary to save the patient’s life 
because of an increasing secondary anzmia. 

6. Bisection of the kidney for the cure of this 
condition is contra-indicated and likewise dangerous. 

Irvin S. Kort. 


Thompson, G. S.: An Operation for Movable 
Kidney. Brit. M.J., 1914, ii, 1096. 
By Surg., Gynec. & Obst. 

In this operation the essential desiderata are (1) 
a guarantee against recurrence of the undue mobility, 
and (2) an assurance that the fixation will be satis- 
factory, by restoring and maintaining the normal 
position of the organ. 

The principle of this operation is the insertion of 
the kidney into, and its suspension by, a sling, and 
the fixation of the latter to the posterior abdominal 
wall. 

The sling consists of a net made from chromicized 
catgut, or preferably floss silk, the material at 
present varying according to the predilection of the 
surgeon, as time alone can show which is to be pre- 
ferred. These slings are made in various sizes, so 
that there is no difficulty in adapting one to the 
requirements of the particular case. A gap is left 
at the hilum 2 in. long by 1 in. broad, so that the 
border of the net here falls well short of the vessels 
and duct; and thus no pressure can be exercised on 
these important structures. The convex border is 
left open to facilitate the insertion of the kidney into 
the sling, and at the ends of this opening two free 
ligatures are left open for the purpose of lacing up 
the gap, and then to sling the net to the abdom- 
inal wall. The complete sling is thus reniform with 
a permanent gap at the hilum and a temporary slit 
along the outer border, the size of the mesh being 
about 0.5 cm. 

The kidney, having been exposed in the usual way, 
is inserted through the gap and by the help of the 
slit into the sling; it is then laced in, but loosely, and 
when this is completed the ligatures are knotted 
and thus fixed, the lower ligature ending above 
opposite the costal groove on the kidney. The lac- 
ing should be rather loose so that the sling fits the 
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kidney somewhat loosely, in order to allow for the 
expansion of the organ which is known to occur. 
It must not be loose enough, however, to permit the 
net to rotate and impinge by its free inner border on 
the structures of the hilum, thereby compressing 
them, and in order to obviate this it is as well to 
insert one or two fixation sutures so as to include the 
net and kidney and maintain the proper relative 
positions of both. The kidney having been in- 
vested, the next step is to fix it in position by the 
free ligatures along the outer border. One is passed 
external to the normal position of the kidney over 
the twelfth, or if necessary the eleventh, rib; the 
other through the muscles near the lower end of the 
viscus, and the two ends tied loosely under the skin; 
loosely, again, in order that the kidney may be free 
to move with respiration and adapt itself spontane- 
ously to the exact position after the patient has 
been placed in bed with the foot blocked up. The 
remaining steps of the operation are as usual. 

When the author first developed the above 
method in 1909, he used for the posterior base of 
the sling a reniform plate of thin sheet celluloid, 
riddled with punch holes, the remainder of the sling 
being as above and the netting attached to the 
border of the plate. When placed in the body this 
plate soon becomes fixed to the neighboring parts 
by infiltration, but Thompson thinks the elimina- 
tion of the plate an improvement in technique and 
has not mentioned or used it latterly. 

The first patient operated on, in 1909, is still 
quite well and free from all her previous troublesome 
symptoms, while the organ still remains quite fixed. 


The wound healed by primary union, and the patient 
left the hospital at the end of three weeks. 
Thompson believes that this operation is an im- 


provement on any other method. It is sure, quick, 
rational, simple, as well as satisfactory from the 
patient’s point of view, and he believes that its 
merits should cause it to supplant the other faulty 
and bad procedures which are in vogue at present. 
H. A. Moore. 


Kretschmer, H. L., and Moody, A. M.: Malignant 
Papillary Cystadenoma of the Kidney with 
Metastases. Surg., Gynec. & Obst., 1914, xix, 766. 

By Surg., Gynec. & Obst. 

This article is based upon the report of a case 
occurring in a boy aged seventeen, the report in- 
cluding both the clinical findings and the results of 
the autopsy. At the age of nine the boy had 
typhoid, during which he passed blood in the urine. 

The attack of hematuria, at the time of his coming 

under observation, had been present for one and one- 

half years. A large kidney tumor was present. 

The X-ray showed the presence of a shadow- 

producing body at the upper pole of the kidney. 

Six months after coming under observation the 

patient died. 

The kidney was removed at autopsy. The upper 
pole contained a large, hard calcified mass the size 
of a fist. The retroperitoneal glands were involved. 
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The bodies of the vertebrae were eroded, due to the 
presence of the large tumor mass. 

Histological examination demonstrated that the 
tumor was a typical papillary cystadenoma. The 
metastases showed the same histological structure 
as the primary tumor as well as large deposits of 
lime salts. 

The authors were able to collect ten similar 
cases from the literature, in none of which was the 
tendency to calcium deposits present. One case 
was aged 27; all the others were over 40. Haema- 
turia was present in all the cases. Three of the ten 
cases reported were discovered at autopsy. 


Barnett, C. E.: Polycystic Kidney. Surg., Gynec. & 
Obst., 1914, xix, 753. By Surg., Gynec. & Obst. 
Barnett refers to a former paper on this subject 
in which he endeavored to show that the available 
statistics were insufficient, especially in covering 
the question of unilateral polycystic kidney. 

The article covers the statistics of the United 
States from a numerical, diagnostic, and prognostic 
standpoint. Barnett considers an absolute dif- 
erential diagnosis between unilateral and bilateral 
polycystic kidney as impossible, because of the 
astounding small amount of kidney substance that 
is required to sustain life; so unilateral is designated 
when the surgeon by palpation, functional tests, 
etc., has proved it so according to his best judg- 
ment. 

The whole number of cases reported and con- 
sidered authentic was 251; bilateral 150; unilateral 
101; of this number, 9 unilateral cases are still 
living, 104 had operative recoveries, and 58 died. 

The first choice in nomenclature was “‘ polycystic 
kidney”; second choice, ‘congenital cystic kid- 
ney.” 

Heredity was a factor in four cases; associated 
cystic disease was reported but four times. It 
occurred five-eighths times in the female to three- 
eighths in the male. The youngest case was five 
years of age; the oldest 76 years. The disease 
occurred most frequently at 41.5 years. There 
were 25 post-operative recoveries of unilateral 
cases and g of bilateral. Twenty-five years was 
the longest period of life for the unilateral cases 
and eleven years for the bilateral. Nine unilateral 
cases on which nephrectomy was done are still 
living, with 18 years as the longest time since the 
nephrectomy. 

An anomalous case was reported with a single 
left kidney whose upper two-thirds was polycystic 
and lower third normal; the right ureter crossed 
over to the upper half of the kidney pelvis; a stone 
occupied the lower pelvis. Nephrectomy was 
performed because the lobe of liver was thought 
to be the right kidney. Barnett considers that 
the polycystic portion of this kidney had been 
acquired and the cystic condition above with nor- 
mal tissue below would tend to disprove the claim 
that the disease always occurs bilaterally. 

He draws the following conclusions: 
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The number of bilateral and unilateral poly- 
cystic kidneys is overwhelmingly greater than our 
present textbook statistics would indicate. 

The question of infection has been one of recent 
years only; consequently, more time is necessary 
in order to show its importance. 

The known etiological factors are so few that it 
must necessarily be concluded, from the number of 
hypotheses given, that there are several causes for 
polycystic kidney disease. 

Nephrectomy in unilateral cases, where the op- 
posite kidney is proved competent, especially when 
the tumefied kidney has produced a ptosed viscera, 
is undoubtedly indicated. 

The years elapsing since nephrectomy was done 
in a number of cases reported led to the belief 
that a unilateral polycystic kidney condition did 
exist. 


Stewart, G. D., and Barber, W. H.: 
phrosis. 


Hydrone- 
Ann. Surg., Phila., 1914, lx, 723. 
By Surg., Gynec. & Obst. 

In the course of a study of the causation of renal 
infection, paralysis of the ureter and dilatation of 
the kidney pelvis and calyces were so frequent as 
to suggest experimental observations on hydro- 
nephrosis. 

Both of a dog’s ureters were stripped and one was 
ligated at the ureterovesical junction. The animal 
lived five days in a drowsy, indolent state. Autopsy 
showed both kidneys to be hydronephrotic, the 
ligated ureter-kidney being twice the size of the non- 
ligated ureter-kidney. 

To determine if physiologic or adynamic ureteral 
obstruction gives rise to distended kidney, in nine 
dogs the ureter was removed from its bed and 
stripped completely and replaced in the abdominal 
cavity. In each case a cubical foreign body, in- 
fected with autogenous colon bacilli and other 
organisms and of such shape as not to cause val- 
vular urethral obstruction, was placed in the 
bladder, so that a permanent purulent cystitis was 
produced. In three cases the ureter became 
stenosed and the obstruction appeared to be or- 
ganized blood within the ureter. In the remaining 
six cases the ureter remained patent. Hydro- 
nephrosis was produced in five cases, pyonephrosis 
in one, parenchymatous degeneration in one, and 
interstitial nephritis in one. 

To study the physiological effect of such trau- 
matism upon the ureter a dog was etherized and the 
following observations made upon the ureteral 
movements: (1) Waves of ureteral peristalsis 
were noted at nine-second intervals. (2) Waves 
of ureteral peristalsis were noted at sixteen-second 
intervals with the middle ureter stripped. (3) 
Waves of ureteral peristalsis were noted at twenty- 
five-second intervals with the greater part of the 
ureter stripped. (4) The waves were not con- 
tinuous. Fibrillary contractions were noted at 
sixty-nine-second intervals with the ureter complete- 
ly stripped; while at the same time peristaltic 
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waves were observed at seven-second intervals in a 
normal ureter. 

In another dog both the ureters were exposed, 
one being left intact and the other stripped. On 
rolling the normal ureter under the finger, contrac- 
tions were elicited; but on rolling the stripped ureter 
under the finger no contractions could be aroused. 

From this observation it would appear that a 
cause of urinary stasis in the above experiments 
was ureteral paralysis analogous to adynamic ileus, 
and it is offered tentatively as a cause of hydro- 
nephrosis. 

A clinical case, occurring in the practice of one 
of the authors, typified the hydronephrosis complex 
and emphasized the relationship existing between 
experimental and applied surgery. There were 
found at operation a large hydronephrotic kidney 
and a calculus wedged into the ureteropelvic 
isthmus. 

Microscopic study showed that the kidney had 
undergone pressure atrophy from distention. Ex- 
perimentally, a similar case was produced in a dog 
by a calculus accidentally slipped into the ureter 
at the junction of the lower and middle thirds. 
These cases correspond with the specimens produced 
by paralyzing the ureters. 

The conclusions are: 

1. It is generally agreed thai mechanical ob- 
struction gives rise to urinary stasis, and, when 
continued sufficiently long, to kidney distention. 

2. This mechanical obstruction may be complete 
or incomplete, gradual or sudden. When the ob- 
struction is sudden and complete, transitory hydro- 
nephrosis with marked congestion follows, atrophy 
intervenes and is proportionate to the duration of 
the obstruction. 

3. Paralysis of the ureter is accompanied by 
urinary stasis and kidney distention in 66 per cent 
of cases. 

4. The pathological changes in hydronephrosis 
of functional origin correspond to the age of the 
adynamic ureter. H. G. Hamer. 


Wettstein, J. C. R.: Kidney Infections. 
M. J., 1914, Xxvi, 590. By Surg., Gynec. 


Illinois 
& Obst. 


Wettstein discusses pyelitis thoroughly, and _re- 
ports a case of pyonephrosis after removal of in- 


fected adnexa in a young woman. Drainage of the 
pelvis was followed by recovery. ‘This patient, as 
well as another, showed some bronzing of the skin, 
which the author thinks is traceable to the adjacent 
adrenal, which was somewhat involved in the 
inflammatory process. He further calls attention 
to the following facts as related to his own cases: 

1. There are many cases of surgical kidney con- 
ditions without a single sign pointing to the kidney 
as the source of these symptoms. 

2. There are many cases of obscure fever which 
have their origin in the kidney. 

3. There are many cases of stone in the kidney 
or ureter, or both, which never have the symptoms 
known as renal colic; furthermore, there are many 
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conditions besides kidney or ureteral stone which can 
cause typical renal colic. 

4. Many cases of kidney disease, especially 
cause more bladder than kidney 


tuberculosis, 
symptoms. 

5. The first sign of kidney disease, especially 
tumor, is a severe hematuria. 

In conclusion, Wettstein refers to several infections 
which may secondarily involve the kidney: (1) 
acute and chronic tonsillar infections; (2) infection 
in and about the appendix; and (3) gall-bladder 
infections. J. S. E1sensTaept. 


Kreissl, F.: Renal Tuberculosis; Its Diagnostic 
Difficulties and Surgical Problems. Kentucky 
M.J., 1914, xii, 751. By Surg., Gynec. & Obst. 


The author reviews Israel’s report of 1,023 cases 
of tuberculosis of the kidney subjected to nephrec- 
tomy. Of deaths occurring within six months of 
operation, 26 per cent were due to acute general 
miliary tuberculosis, 15 per cent to tuberculosis of 
respiratory organs, and 21 per cent to renal lesions. 

Of deaths occurring six months after operation, 
13 per cent were due to acute miliary tuberculosis, 
43 per cent to tuberculosis of the respiratory organs 
and 40 per cent to renal lesions. 

Kreissl states that the classical symptoms of 
renal tuberculosis: namely, pain on the affected 
side; enlargement of the diseased kidney; albumin, 
pus, blood, and tubercle bacilli in the urine; fever; 
night sweats; and emaciation are never seen except 
in the late hopeless cases. 

The early symptoms, when a diagnosis is of value, 
are hematuria, albuminuria, pyuria, polyuria, 
pollakiuria, and vesicle tenesmus. 

He emphasizes the value of ureteral catherization 
in the diagnosis of renal tuberculosis and he also 
recommends the biological test to find tubercle 
bacilli in the urine, and, lastly, he recommends 
that the cases in which catheterization of the ureters 
show a normal second kidney should be treated by 
removing the diseased kidney. 

In the group of cases that show some involvement 
in the supposed normal kidney the question as to 
whether nephrectomy of the most diseased kidney 
should be done must be decided for each individual 
case and according to the experience of the surgeon. 
Some of these kidneys are not really diseased, but 
merely irritated by toxins and will clear up after 
the diseased kidney is removed. V. D. Lesprnasse. 


Fanz, J. I.: Phenolsulphonephthalein Renal Func- 
tion Test. V. JV. AM. J., 1914, ¢, 1214. 

By Surg., Gynec. & Obst. 

In order to save the expense of buying a good 
standard colorimeter for making phthalein tests, 
Fanz uses the following technique. He obtains a 
specimen of the patient’s urine before injecting the 
dye and uses this specimen to make a standard by 
taking as much of it as is obtained in the first-hour 
output after injection and diluting up to 1000 
ccm. He then alkalinizes with 25 ccm. of a 10 per 
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cent potassium hydroxide solution and adds 1 
ccm. of the contents of an ampoule of phthalein. 
The first-hour output is similarly alkalinized and 
diluted up to rooo ccm. In order to read its phtha- 
lein per cent 100 ccm. of the standard solution is 
diluted until its color matches that of the diluted 
first-hour specimen. Fanz found an error of only 2 
to 4 per cent by this method. FRANK HInMAN. 


Tracy, S. E.: The Phenolsulphonephthalein Test 
from the Viewpoint of the Abdominal Surgeon. 
Surg., Gynec. & Obsl., 1914, Xix, 734. 

By Surg., Gynec. & Obst. 

Tracy employed the test in about 300 cases, and 
the material for his paper is based on the observa- 
tions of the first one hundred cases, on which 120 
tests were made. The total output represents the 
percentage excreted in two hours. He summarized 
his paper as follows: 

1. The dye appeared in the urine in 5 to 
42 minutes, the average being 10 minutes and 18 
seconds. 

2. The average output for the first hour was 
34.27 per cent, for the second hour 20.83 per cent, 
and for the two hours 55.1 per cent. 

3. In 20 per cent of the tests there was 4 per 
cent or less difference between the output in the 
first and the second hour. 

4. In the series five cases with the lowest 
phthalein output were subjected to major opera- 
tions and had a normal convalescence. 

5. Other cases with a much higher phthalein 
output had a complicated convalescence, with 
evidence of renal disturbances. 

Case 56, with a phthalein output of 53 per cent, 
died of uremia in less than two months. 

Case 59, with a phthalein output of 72 per cent, 
died of uremia in less than one month. 

Case 69, with a phthalein output of 55.5 per cent, 
died in the hospital of uremia 52 days after opera- 
tion. 

Case 98, with a phthalein output of 87.5 per cent, 
died in the hospital of uremia 5 days after operation. 

In determining the functional activity of each 
kidney the test should be applied several times and 
the average taken. The result should then be 
checked up by other tests. 

The following are the author’s conclusions: 

It does not seem possible to work out the minimum 
percentage of phthalein output which will indicate 
the safe undertaking of surgical operation, nor is it 
possible from the phthalein test to determine what 
cases should or should not be subjected to operation. 
In the author’s opinion, it will never be possible to 
determine this point by any laboratory test, as the 
functional activity of a kidney varies under different 
circumstances and at different times. 

In determining whether or not a patient should be 
subjected to operation, the history, clinical symp- 
toms, and physical examination are of much greater 
value than any renal functional test yet devised. 

The phthalein test used in conjunction with the 
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clinical symptoms, history, and physical examina- 
tion should put the surgeon on his guard and cause 
him to study the patient most carefully before 
undertaking an operation. The phthalein test 
should be used only as one of the many methods of 
investigation in ascertaining the condition of the 
patient. 


Kahn, M., and Spielberg, W.: Condition of Nutri- 
tion in Nephrectomized Patients. Jiierst. M. 
J., 1914, XXi, 1250. By Surg., Gynec. & Obst. 


The authors give a short history of experimental 
work done on the question of determining how much 
of the kidney substance can be removed and life 
remain. 

They report the work of Fleisher, Penzoldt, and 
Tuffier. Tuffier determined that the minimum be 
placed at 1.5 gm. of kidney per kilo of body-weight. 

The authors have studied in detail the amount 
of nitrogen secreted and retained by two cases in 
which one kidney had been removed. Their 
conclusion is as follows: 

From the examination of the analytical data, it 
must be concluded that the excretion of the various 
catabolic fractions in the urine is quite normal. 
In the case of the second patient, while the output 
of the different fractions was small, it must not be 
taken as evidence of disturbed metabolism. ‘The 
patient felt quite well, and the small output is 
ascribed to a small intake. The experiments prove 
that the remaining kidney compensates adequately 
when the opposite kidney is removed. 

A. C. STOKEs. 


Ingebrigtsen, R.: Kidney Transplantation (Homo- 
plastisk nyretransplantation). Norsk. Mag. f. 
Legevidensk., 1914, IXxv, 1143. 

By Surg., Gynec. & Obst. 
Ingebrigtsen states that some of his experiments 
on dogs and cats proved technically successful but 
still the transplanted kidney lost its vitality. He 
thinks that there is little hope of clinical trans- 
plantation of these organs on account of the in- 
dividual differences between the donor and the 
recipient. Clinical transplantation will not be 
possible until means are discovered of estimating 
beforehand the serological and biological properties 
of each individual, and thus selecting those that are 
adapted to each other. A. Goss. 


Geraghty, J. T.: The Treatment of Chronic Pye- 
litis. J. Am. M. Ass., 1914, lxiii, 2211. 

By Surg., Gynec. & Obst. 

According to the author, while most cases of 
pyelitis are secondary to an infection of the kidney 
parenchyma or part of a _ pyelonephritis, still, 
clinical experience and examination of pathologic 
material prove that a pure pyelitis can occur. The 
majority of non-tuberculous kidney infections are 
undoubtedly due to some predisposing factor, as 
stone, tumor, stricture, or other mechanical ob- 
struction, and the amelioration or cure of the infec- 


tion is dependent on the removal of the predisposing 
cause. 

The differentiation of simple pyelitis from pye- 
litis with parenchymal involvement is usually 
impossible without the employment of functional 
estimation. In pyelonephritis the function will be 
decreased, while in pure pyelitis no reduction in 
function will be observed. The presence or absence 
of albumin in the catheterized specimen has only 
occasionally been of diagnostic value in the author’s 
hands. The organism causing the affection has 
probably very little influence on the prognosis. 

After determining accurately that the case is one 
of simple pyelitis a renal lavage is instituted. Of 
the many solutions employed the author has come 
to depend largely on silver nitrate and liquor for- 
maldehyde. Vaccines and hexamethylenamine, at 
the kidney level, have proved of questionable value. 

The types of cases are divided into the following 
groups: 

1. Those in which the catheterized specimen 
shows a fairly active infection with a normal func- 
tion, and in which collargol shows very few changes 
in pelvic outline. The author begins with injections 
of 5 to 10 ccm. of a o.5 per cent silver nitrate solu- 
tion, the tip of the catheter being rather low down 
in the ureter, as there is usually a concomitant 
ureteritis. The strength of the injection is gradually 
increased until a 5 per cent solution is reached, the 
occurrence of a fairly good reaction being deemed 
essential for elimination of infection in the majority 
of cases. In this class of cases the results in the 
hands of the author have been very favorable. 

2. In long-standing cases in which marked 
changes have taken place in the pelvic wall, as shown 
by pyelography, and in which very few leucocytes 
and only an occasional bacterium are found in the 
catheterized specimens, the prognosis is unfavor- 
able. ‘The infection in these cases is of low grade, 
and usually quite deep in the pelvic wall, so that 
eradication is difficult, and if after treatment the 
infection apparently disappears, it usually recurs. 
One should be guarded in giving a good prognosis 
in this type of cases. 

3. In infections of the kidney pelvis, associated 
with a certain amount of pelvic dilatation and 
varying amounts of residual urine, pelvic lavage 
has been of comparatively little value. For such 
cases, especially when the condition is one of bac- 
teriuria largely, and nephrectomy is contra-indi- 
cated, pelvic lavage with 1:5000 formaldehyde has 
been most satisfactory. In cases associated with 
mild hydronephrosis the catheter should, needless 
to say, be pushed high up into the pelvis for thor- 
ough drainage before beginning lavage. 

H. W. PLAGGEMEYER. 
Beer, E.: Aspects of Renal and Ureteral Lithiasis. 
Interst. M. J., 1914, XXi, 1237. 
By Surg., Gynec. & Obst. 

Beer cites a number of interesting observations, 

which demonstrate the following important points 
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in connection with the diagnosis of nephrolithi- 
asis: 

1. Stones of large size can occupy a position in 
the kidney pelvis extending into the calyces with- 
out causing any focalizing subjective symptoms. 

2. In the presence of a calculus in one kidney 
pain may exist in the opposite organ due to reno- 
renal reflex from a diseased to a healthy organ. 

3. In renal lithiasis pains may be so referred by 
the patient, that a disease of another organ is 
diagnosed (appendicitis, etc.). 

4. Calculi, which are left undisturbed in the 
kidney, grow very slowly, and it is important not 
to deliver the kidney in cases of bilateral extensive 
disease, thus saving for the patient useful and much 
needed kidney tissue. 

5. Small stones not only wander from the 
kidney to the bladder but, occasionally, also from 
below toward the kidney, thus illustrating the im- 
portance of taking an X-ray picture just prior to 
operation. 

6. A cultural study of the separated urines be- 
fore operation is important and useful as a guide 
to the operative procedure in nephrotomy; primary 
suture of the kidney can thus be done in the presence 
of sterile urine, while drainage must be resorted 
to in the presence of infected renal secretion. 

M. KroroszNEr. 


Frank, L.: Some of the Causes of Ureteral Obstruc- 
tion, with Special Reference to Differential 
Diagnosis. Jnterst. M.J., 1914, xxi, 1209. 

By Surg., Gynec. & Obst. 

Frank enumerates as the most prolific causes of 
ureteral obstruction, some of which are not men- 
tioned in previous literature, the following: 

1. Calculi either occluding the reno-ureteral 
aperture or passing into the ureteral lumen. All 
ureteral calculi are renal in origin and the diagnosis 
is today almost always feasible by cystoscopy, 
ureteral catheterization, and radiography. 

2. The so-called congenital valve occurring near 
the ureterorenal juncture. Such anomalous forma- 
tions are exceedingly rare, and their definite de- 
termination is only possible at operation or necropsy. 

3. Kinking with stenosis forms an inordinately 
elongated but otherwise normal ureter. Elongation 
may occur as an anatomic developmental departure 
from the normal, as the result of stretching due to 
the presence of a neoplasm, or through pulling from 
a prolapsed kidney. The latter condition may 
be diagnosed by pyelography. 

4. Anomalous anatomic developmental confor- 
mation with obliteration of the ureteral lumen. 
This anomaly is generally complicated by other 
departures from the normal of the urogenital tract 
(horseshoe-kidney, fused kidney, supernumerary 
ureter, etc.) and is, in the majority of instances, 
only discovered at necropsy. 

5. Kinking with stenosis from displacement of 
the ureter by pressure of neoplasms including the 
gravid uterus. 
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6. Extension of inflammatory exudate and ad- 
hesions (post-operative or otherwise) from previous 
appendicitis, particularly the chronic so-called 
postcecal type. The diagnosis of this type of 
ureteral obstruction is aided by pyelography and 
clinical investigation. 

7. Angulation and displacement of the ureter 
from exaggerated visceroptosis. Ureteral occlusion 
is now known to be a common result of this afflic- 
tion, occlusion occurring through angulation. 

8. Extension of inflammation from infection of 
the uterus and its appendages, causing thickenings 
of the ureteral wall for a considerable distance. 

9. The so-called pus-obstruction from pyelitis 
of tuberculous or other infective origin. This 
obstruction may be overcome by ureteral catheter- 
ization. 

to. Ascending infection from cystitis, the result 
of neisserian or other pyogenic organisms. This 
type is obviously very rare and its diagnosis is 
feasible only through occlusion of other probable 
causes. 

11. Intussusception from previous obstruction 
with dilatation of the proximal ureter. As a 
result of previous obstruction an enormous dilata- 
tion of the proximal portion of the ureter may occur 
which so completely enfolds its distal extremity 
that the lumen of the latter is entirely obliterated. 
The pre-operative diagnosis of this anomaly is 
rarely aided by radiography, and thus ordinarily 
is not feasible. M. KrotoszNer. 


BLADDER, URETHRA, AND PENIS 


Clark, J. B.: Rupture of the Bladder. Aww. Surg., 
Phila., 1915, Ix, 717. By Surg., Gynec. & Obst. 


The author reports an intraperitoneal rupture of 
an apparently healthy bladder without evidence of 
external or direct injury not operated upon for 


twenty-four hours. The patient after a day of 
heavy drinking had fallen the evening previous to 
examination and was seized immediately with nausea 
and vomiting, and a very little later with severe 
abdominal pain, not intense enough, however, to 
prevent his walking home, but rapidly becoming 
severe enough to cause him to summon an ambulance 
to take him to the hospital. The symptoms were: 
abdominal pain, especially in the lower portion, 
inability to urinate, catheterized urine scant and 
bloody, and antiseptic fluid injected not all recovered 
in return flow; pulse 100; respirations 22; tem- 
perature 99°; slight abdominal tenderness; some 
percussion dullness not distinct enough to be 
significant of fluid; no sign of shock. At operation 
the extraperitoneal portion of the bladder was found 
to be intact; a transverse jagged rent was found in 
the apex; scant amount of bloody urine was in the 
peritoneal cavity. The rupture was sutured; 
external drainage was arranged down to the outer 
coat and a retention catheter inserted. Recovery 
was uneventful. Louis L. TEN BROECK. 
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Fuller, E.: Extraperitoneal Rupture of the Bladder; 
Its Surgical Management. J. Am. M. Ass., 
1914, lxiii, 2114. By Surg., Gynec. & Obst. 

Fuller pleads for more scientific surgical treatment 
of extraperitoneal rupture of the bladder, stating 
that many of these cases are left undiagnosed, and 
others which are diagnosed when treated by the 
usual methods recover only to a certain point and 
are de facto invalids. Usually the clinical symptoms 
of extraperitoneal rupture are slight and for this 
reason the condition is frequently overlooked. 

When seen early a case presents the differential 

diagnosis between anuria, intra- and extraperitoneal 

rupture. Its occurrence with fracture of the pelvis 
is most frequent and often the tears are multiple. 

The most frequent site is at or near the trigone. 

The occurrence in later observed and diagnosticated 

cases of urinary extravasation, with subsequent 

suppuration, is almost constant, the chief sites 
of these being posterior in the region of the rectal 
and seminal vesicles. His method of treatment is 
by his technique for seminal vesiculotomy. His 
results in the cases cited were most excellent. His 

mastery of this difficult technique often permits a 

complete dissection without the necessity of liga- 

ting a single vessel. J. S. Etsenstaeprt. 


Lower, W. E.: Diverticula of the Urinary Bladder. 
J. Am. M. Ass., 1914, Ixiii, 2015. 
By Surg., Gynec. & Obst. 


Lower reports seven cases and emphasizes the 
following points: He believes that in all of these 
cases the diverticula were acquired rather than 
congenital, because they were scarcely ever found in 
the young; because they seldom occured in women; 
and because in most cases there was evidence of ob- 
struction of the urinary outlet. Diagnosis may be 
made by the cystoscope and by the aid of collargol 
injections, taking the plates at different angles. 
The author believes that excision of the diverticulum 
is the only sure method of cure, especially if the 
opening be small and the sac large, and if infection 
be present. His technique consists of transverse 
incision under nitrous oxide-oxygen anesthesia with 
local infiltration of novocaine. With curved forceps 
the bladder is brought up into the wound and dis- 
sected free from the peritoneum. After the bladder 
is opened the diverticulum is packed tightly with 
gauze through its opening, and then with the fingers 
inside the bladder, the index-finger in the opening 
of the diverticulum, and the thumb on the outside, 
the attachment to the bladder is exposed and 
divided. The bladder is then retracted away from 
the diverticulum, traction is made on the tumor and 
it is dissected free from the surrounding tissue. 

H. L. SANForD. 


Smith, E. O.: Tumors of the Urinary Bladder. 
Lancet-Clin., 1914, cxii, 611. 
By Surg., Gynec. & Obst. 


_ The author calls attention to the value of palpa- 
tion in the diagnosis of tumors. Infiltrating tumors 


that can be palpated through the rectum or through 
the vagina bimanually are malignant. 

The author makes a plea for early diagnosis, 
believing that the best results from surgery are 
obtained in cases in which an early diagnosis is made. 

Every patient with hematuria should be given 
the advantage of an early cystoscopic examination. 

The author mentions several cases treated with 
high-frequency current, and he believes that from 
three to ten treatments at intervals of from one to 
three weeks would completely destroy practically 
any papilloma. Several interesting case reports are 
cited. Herman L. KrETSCHMER. 


Hunner, G. L.: A Rare Type of Bladder Ulcer in 
Women. 7r. South. Surg. & Gynec. Ass., Ashe- 
ville, 1914, Dec. By Surg., Gynec. & Obst. 

The author reports eight cases of simple chronic 
ulcer of the bladder and draws a sharp contrast 
between these and the simple chronic ulcer com- 
monly described as of the Fenwick type. 

These ulcers are classified as simple because of an 
absence of a demonstrable source of origin and be- 
cause of the histologic picture of the excised ulcer. 

They have all been located in the vertex or free 
portion of the bladder wall, as contrasted with the 
Fenwick ulcer on the base. 

On cystoscopy they are easily overlooked be- 
cause of the slight mucous membrane changes, and 
the attention may first be arrested by seeing one or 
two extra pale white scar areas. Beside the scar 
area is seen a slightly hyperemic spot or a collec- 
tion of a few fine blood-vessels, and on touching 
this area with an instrument or with a cotton 
pledget blood readily oozes. At times the stretch- 
ing of the granulating area incident to the ballooning 
of the bladder in the knee-breast posture causes a 
slight ooze and makes the area more easily found. 

In spite of the very superficial appearance of 
these ulcers, they at times extend through all the 
coats of the wall and involve the peritoneum in 
thickening and adhesions. 

Clinically they are characterized by pain, dis- 
comfort, frequency, strangury, and loss of rest at 
night, together with their chronicity and resistance 
to all ordinary forms of treatment. 

The urine in all the cases was macroscopically 
clear and normal, but a microscopic study of the 
centrifuged specimen revealed in each case a few 
leucocytes and a few red blood corpuscles. In no 
case was there an associated bactinuria. The ulcer 
may temporarily heal on the surface when the 
urine becomes free of pathological elements until 
the surface is again broken. But one patient of 
the series had ever noticed blood in the urine, con- 
trasting sharply with the Fenwick ulcer, in which the 
most important feature is hemorrhage. 

The diagnosis of this variety of simple chronic 
ulcer is fully established only after a failure to heal 
under ordinary forms of treatment, when excision 
of the inflammatory area with the entire subtending 
bladder wall results in prompt recovery. 
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Chute, A. L.: A Plea for a More Extensive Operation 
in Cancer of the Bladder. J. Am. M. Ass., 
1914, lxili, 2266. By Surg., Gynec. & Obst. 

In the opinion of the author there is no chapter 
in urinary surgery that is so absolutely discouraging 
as that which deals with the end-results, or so-called 
“cures” in cases of malignant disease of the bladder. 
At best the results are, in most cases, only palliative, 
especially in primary squamous-celled carcinoma, 
adenocarcinoma, and mucous cancer; the growths 
which infiltrate and lead to metastases. In spite 
of the more sweeping operations of transplanting 
ureters practiced in late years, the end-results are 
not noticeably better, and it is doubtful if the num- 
ber of permanent cures is at all proportionate to 
the increased immediate mortality following this 
more extensive operation. 

The author cites 29 cases, in 18 of which operation 
was performed. Of these 18, there was only one 
which was without signs of recurrence at the end of 
three years after operation, and in this case the 
operation was the least extensive of all, the incision 
going into the muscular layer only, not through it. 
Another case in which very extensive resection was 
done, showed at autopsy marked cancerous in- 
volvement in many retroperitoneal glands. The 
first case illustrates the fact that when a bladder 
growth is limited to the mucosa, one may excise 
it and have little fear of its recurrence, depending 
upon the belief that, from the very nature of the 
storage function of the bladder, its mucosa is either 
entirely without lymphatics or very poorly supplied 
with them, and that while a growth is actually 


confined to this layer, there is nothing in the way of 
metastasis possible, the only extension being by 


continuity. The second type of case quoted leads 
positively to the belief that it is in the domain of 
the lymphatic vessels and glands that we may 
look for an ultimate solution of the problem. 

In other parts of the body resection for carcinoma 
is, aS a routine, performed always with due con- 
sideration for the lymphatic area involved. Be- 
fore such a type of operation can be standardized 
for the bladder, it will be necessary to gain a wider 
knowledge of the lymphatics of the bladder than 
is generally possessed at present. When this is 
done, the author believes, it will be found that a 
careful removal of the pelvic lymphatics will in 
properly selected cases greatly diminish the number 
of recurrences. 

In 10 out of the series of 29 cases the bladder 
growth had its seat so close to the bladder outlet 
as to make its local removal impossible without 
destroying the outlet, in which case its total re- 
moval with the transplantation of the trigone and 
ureters would seem the rational procedure. 

The author has always felt that total cystectomy 
was too fearful a mutilation to be advised often; 
yet, if the above-quoted series is an average one, 
we must evidently advise it in one case in three, if 
we are to remove the primary growth adequately. 
If, in these cases, the lymphatic current is found to 
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be such that we can preserve that part of the trigone 
with the ureter openings and transplant it success- 
fully into some part of the intestinal tract, the horror 
of total cystectomy will be materially lessened. 

H. W. PLAGGEMEYER. 


Heynemann, T.: Cystoscopic Findings in Car- 
cinoma of the Cervix; Their Practical Sig- 
nificance (Zystoskopische Befunde bei bestrahlen 
Kollumkarzinomen und ihre praktische Verwert- 
ung). Strahlentherap., 1914, Vv, 92. 

By Surg., Gynec. & Obst. 


In carcinoma of the cervix the bladder and ureters 
are apt to be involved early. Before they are actual- 
ly involved there are changes in these organs re- 
sulting from the growth of the tumor. Winter, 
Zangemeister, Stéckel, Hannes, and Fromme have 
studied these changes with reference to the pos- 
sibility of drawing prognostic conclusions from them, 
and Heynemann reports the results of examination 
of 30 cases. In 8 of the cases the changes were 
slight, only signs of inflammation being noted at 
the sphincter or in the region of the trigone; in 22 
there were pronounced changes; in 12 bullous 
cedema of the mucous membrane; in 6 cedema of 
the bladder wall; and in 8 marked oedema of the 
mouths of both ureters. The cedema results from 
the exclusion of more or less extensive vascular 
regions by the growth of the tumor. The bullous 
cedema is the most advanced stage of the change. 

In many cases under treatment the clinical and 
cystoscopic changes run parallel; but sometimes 
there is improvement in the clinical symptoms 
without improvement in the cystoscopic findings; 
this indicates continuance of treatment. If signs 
of beginning gangrene appear in the bladder mucous 
membrane there is danger of fistula formation, and 
treatment should be discontinued. A. Goss. 
Goldman, M.: Cystoscopy in the Female. Am. J. 

Surg., 1914, XXviii, 466. 
By Surg., Gynec. & Obst. 

The author cites his experience and gives a descrip- 
tion of cases in which he has used the Kelly method 
of cystoscopy. In his opinion, the Kelly method is 
the most practical and serviceable in all cases. He 
believes that ordinary cystoscopy in the female 
fails in several important factors; e.g., the direct 
observation of every part of the bladder, the ure- 
thra, and the ureteral meatus is not possible in 
every case. He calls attention to the ease of topical 
treatment, ureteral catheterization, and the removal 
of foreign bodies by the use of the air-distention or 
Kelly method. In using the water distention or 
ordinary method of exploration of the bladder with 
the cystoscope, the author finds the following 
difficulties: The female bladder will not yield to 
distention with water as easily as the male bladder, 
and about 5 per cent of the cases require an anes- 
thetic. If the bladder is distorted by pelvic dis- 
placements or pelvic tumors, one is easily confused 
in observing the interior of the organ. Urine or 
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pus in the ureteral specimen will cloud the field. 
There is difficulty in interpreting inflammatory 
areas and ulcers because of the poor distention with 
the water method. As an expert only can inspect 
the entire cavity of the bladder, minute lesions 
may evade the inexpert eye. It is impossible to 
apply medicines locally and to remove foreign bodies 
by the water distention method. All of these diffi- 
culties, the author believes, are overcome when 
the air method of distention is used with the patient 
in the Kelly or knee-chest position. 

Goldman emphasizes the necessity of cystoscopy 
in every major gynecological operation and in 
patients requiring catheterization either before or 
after operation. He believes that it would be much 
better if every abdominal case was subjected to 
cystoscopy before operation. When foreign bodies 
are encountered in the female bladder, they should 
be removed through the Kelly endoscope. When 
the following complications are present, the author 
finds it impossible to use the electric cystoscope: 
(1) inability of the vesicle sphincter to retain water 
in the bladder, (2) pus or blood escaping from the 
ureteral orifice or from a fistula which blurs the 
water medium, (3) resistance of the bladder wall to 
water distention. 

The author reviews several cases and points out 
the importance of cystoscopy in the female when 
bladder symptoms are not relieved by operation or 
when urinary findings are present. In one case he 
found many small pieces of a glass catheter, several 
examinations being required before they were all 
removed. The importance is emphasized of the 
introduction of ureteral catheters into the ureters 
when extensive operations on the pelvis are con- 
templated. It is stated that this can probably be 
more easily done with the Kelly instrument than 
with the water or electric cystoscope. 

The following conclusions are reached: 

1. The electric cystoscope is indispensable to 
the general or gynecological surgeon and, to in- 
crease. the percentage of correct diagnoses, the 
instrument should always be used. 

2. As a routine procedure the Kelly method is 
the one of choice and superior to any other known 
method. 

3- The use of a cystoscope is not difficult and 
can be mastered by anyone who has patience and a 
desire to master it. It is a diagnostic aid and as a 
means of treatment it is indispensable. It should 
always be used in the examination of women pre- 
senting bladder symptoms. G. J. Tuomas. 


Squier, J. B.: Subtotal Cystectomy. J. 
Ass., 1914, lxiii, 2268. 


Am. M. 
By Surg., Gynec. & Obst. 


Although cancer of the bladder constitutes 3 
per cent of all cancers in the male, until recently 
there has been no adequate surgical technique 


for its extirpation. The difficulties governing 
this condition have been the lack of a definite 
surgical anatomy, the questionable reparative 
power of the bladder, the question of conservation 


of the terminal ureters, and hesitancy in attacking 
the problem along definite surgical lines. The ideal 
extirpative operation for vesical neoplasm will be a 
technique which conserves or reconstructs the three 
natural orifices of the bladder, at the same time 
removing the tumor ew masse with iliac adenectomy 
when the glands are involved. 

There is virtually no difference between intra- 
peritoneal and extraperitoneal surgery for this class 
of work. The desirability of a wide free exposure 
of the entire posterior surface of the bladder cannot 
be too strongly insisted upon. The author’s 
technique for subtotal cystectomy may be sum- 
marized as follows: 

Incision. Transverse or median longitudinal. 
The longitudinal incision begins one inch above the 
navel on the left side and extends to the symphysis. 

Step 1. Divide the anterior sheath of the rectus 
1 cm. to the left of the midline and displace the 
left rectus outward. ‘The posterior sheath above 
the semilunar fold is divided, and the peritoneal fat 
is exposed from the navel to the symphysis. The 
urachus and obliterated hypogastric uterus are 
found underneath the fat layer. From here on the 
operation may be carried out entirely extraperito- 
neally, or transperitoneally. 

Step 2. The peritoneum is incised from the navel 
to the level of the semilunar fold of Douglas, the 
patient being placed in the Trendelenburg position; 
the wound being protected with pads from implanta- 
tion of tumor-cells. 

Step 3. The urachus is grasped with a Barret 
intestinal forceps and traction is made upward, 
throwing into relief the obliterated hypogastric 
arteries as they divaricate to enter the true pelvis. 
The left obliterated hypogastric artery is grasped 
with forceps and traction made upward and to the 
right. By blunt dissection between the hypogastric 
artery and the lateral wall of the pelvis, the vas 
deferens is brought into view as it courses along 
the pelvic wall to the inner side of the obliterated 
hypogastric artery. 

Step 4. With a blunt hook passed along the vas, 
the pelvic ureter is uncovered, the ureter being 
crossed on its inner side by the vas deferens. Any 
radical technique directed to the extirpation of 
neoplasm must have as its essential point the two 
ureters exposed and constantly in view. 

Step 5. Divide the urachus close to the summit 
of the bladder and draw the bladder downward 
toward the symphysis. If the peritoneum is not 
already infiltrated, divide freely including the pouch 
of Douglas, mobilizing the entire bladder except 
the pubovesical attachment. If the peritoneum 
is found firmly attached and already the seat of 
malignant attachment, this area is left undisturbed 
and a wide encircling incision is made about the 
infiltrated peritoneum. 

Step 6. The divided lamella of peritoneum is 
carefully attached to the upper end of the ab- 
dominal incision, so that for further operative 
purposes the peritoneal cavity is closed. 
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Step 7. A one-inch incision is made in the blad- 
der high up in the posterior surface for inspection 
of the viscus. 

Step 8. The neoplasm is excised en masse, 
together with a wide margin of healthy uninvaded 
tissue comprising the entire thickness of the bladder 
wall. If the ureter is affected it is divided between 
the ligature above the growth, and the distal portion 
is removed with the tumor. 

Step 9. The hiatus of the bladder wall is partially 
repaired with a Connell intestinal suture; a stab- 
wound is made through the bladder wall at a point 
approximating the normal ureteral opening, and 
the proximal end of the divided ureter drawn 
through this opening by a thin dressing forceps. 

Step ro. The ureter is anchored to the bladder 
wall, allowing one-half inch to protrude, two flaps 
being dissected and anchored on the inner surface 
of the bladder. The remainder of the bladder is 
closed, and through a stab wound high on the an- 
terior surface of the viscera a No. 26F soft rubber 
catheter is inserted and sutured im situ. 

Step 11. The final step is the reposition of the 
peritoneum over the vesical suture line and an 
accurate closure of the peritoneum, care being 
exercised not to approximate the peritoneal and 
bladder suture lines. A cigarette drain is inserted 
into the back lateral space. In addition, a self- 
retention catheter is inserted. 

It is often wise after excision to sear the cut 
edges of the bladder and wash out the bladder with 
50 per cent resorcin or 1:5000 bichloride. 

H. W. PLAGGEMEYER. 


Reynolds, E.: Complete Vaginal Extirpation of the 
Bladder for Malignant Disease. /nterst. M. J., 
1914, XXi, 1230. By Surg., Gynec. & Obst. 


The author describes in detail a method of re- 
moving the bladder in toto through the vagina and 
transplanting the ureters into the anterior vaginal 
wall. 

He makes a slit in the anterior wall of the vagina, 
first making a transverse incision, cutting immediate- 
ly in front of the cervix, and, second, an incision 
along the median line of the anterior wall of the 
vagina. 

A detailed description of this operation would 
occupy too much space. Reynolds admits that 
this method is new and has not been sufficiently 
tried out; but, nevertheless, he believes that the 
time may come when this technique will be worked 
out successfully and the vagina be used for the 
reservoir of urine. 

He describes one case which was to some extent 
successful. Twenty-three days after the operation, 
the patient being in good condition, the vagina was 
closed by the denudation of the entire vaginal sur- 
face to a point just below the internal orifice of the 
urethra and to a corresponding height on the poste- 
rior lateral walls. The upper part of the wound was 
brought together by buried catgut sutures and the 
lower part by silkworm sutures. A soft catheter 
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was tied to the urethra and left until eight days 
later, when it was withdrawn and the patient passed 
urine voluntarily. In a few days, after the with- 
drawal of the catheter, the patient’s temperature 
went up to 99° and 100°. She was discharged at 
the end of 12 weeks with a normal temperature 
and free from discomfort, but later died from 
pyelitis. 

In conclusion, the author says that in another 
case of this character he would not be disposed 
from present information to hold out any great 
hope of prolonged life, but if the disease had gone 
too far to permit of a hopeful resection, and the 
symptoms were distressing, he would still regard it 
as the best method of obtaining euthanasia. 

A. C. STOKES. 


Lowsley, O. S.: Congenital Malformation of the 
Posterior Urethra. Ann. Surg., Phila., 1914, Ix, 
733. By Surg., Gynec. & Obst. 


Lowsley reports a case of congenital obstruction 
to the male urethra at the outermost end of the 
verumontanum. 

The child, aged three and one-half months, was 
admitted to the hospital July 30, 1913, as an urgent 
case. It had a temperature of 105° and died a few 
hours afterwards with oedema of the lungs. The 
only history obtainable was that the child had been 
ill for a few days only and the mother had noticed 
nothing unusual about its micturition. 

Autopsy showed that the urethra just anterior 
to the verumontanum was completely occluded by a 
band extending entirely across the same, which 
band was perforated at one point and allowed the 
urine to go through drop by drop, but evidently 
not as rapidly as it was secreted. 

A long discussion is given of this case and the 
pathological findings are very minutely described. 
A bibliographic report is appended which includes a 
discussion of many of the reported cases. 

There is no doubt, the author believes, that on 
account of the urinary obstruction to the outflow 
the dilatation of the bladder, ureters, and kidney 
in his case began as soon as the kidneys began to 
secrete. The bladder undoubtedly filled up and its 
repeated contraction caused dilatation of the 
posterior urethra, bladder, and kidneys. He infers 
that a certain number of hydonephroses are due to 
just such instances, and that possibly many are not 
diagnosed during life. A. C. STOKEs. 


Vinson, J. C.: Gumma of Anterior Urethra. 
South. M. J., 1914, vii, 883. 

By Surg., Gynec. & Obst. 

Vinson remarks the infrequency of gumma of the 
anterior urethra, quoting Stengel’s statement of 
its histopathology. The case reported concerned 
a man, aged forty-three, who sought medical aid 
for stricture. The family history was negative. 
The patient admitted a complicated gonorrhceal 
imfection but denied the possibility of lues. Signs 
of stricture evidenced themselves three months 
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before he sought treatment. Examination re- 
vealed a well-defined tumor extending from the 
meatus along the urethra for two inches, forming a 
cuff one-fourth inch in thickness entirely around the 
urethra. Wassermann test was positive. A sec- 
tion from the new-growth agreed with the histo- 
pathology of gumma. Increasing doses of potas- 
sium iodide caused the rapid disappearance of the 
tumor. J. S. EISENSTAEDT. 


Hinman, F.: Priapism. 
680. 


Ann. Surg., Phila., 1914, lx, 
By Surg., Gynec. & Obst. 
Pathologic erections may be grouped into two 

distinct classes: transitory erections and _ true 

priapism. Erections of short duration are relatively 
common with all inflammatory conditions of the 
lower genito-urinary tract, and sometimes accom- 
pany certain diseased conditions of the nervous 
system. They are pathologic in the sense that they 
are painful and without sexual desire; but their 
frequent occurrence, short duration, and tendency 
to recur strongly distinguishes them from the 
uncommon and remarkable condition of prolonged 
and persistent erection. Many cases of true pria- 
pism, however, are preceded by these transitory 
erections and, therefore, such cases are of impor- 
tance as a factor of predisposition to the rarer and 
more serious condition. 

Transitory erections may be of two kinds: 

1. Acute transitory erections which occur com- 
monly as reflex forms with any abnormal condition 
of the lower genito-urinary tract and which clear up 


permanently with relief from this trouble. Twenty 
of such transitory erections have been reported as 
cases of true priapism and all were due to an ascend- 
ing peripheral stimulation, as the result of irritation 


from some disease of the genitals: urethritis, 12 
cases; polypi in the posterior urethra, 3 cases; 
and one case each from stricture, chancroid, herpes 
genitalis, venereal warts, and varicocele. 

2. Chronic transitory erections which are pain- 
ful, usually nocturnal, and of short duration, but 
of such frequent recurrence and extending over such 
a long period as to greatly interfere with sleep and 
with the pursuit of the patient’s occupation. Nine- 
teen of such cases have been reported as cases of true 
priapism. They are found to be mostly nervous in 
origin. Nine occurred in the early stages of tabes 
dorsalis, 6 had some definite but obscure psychic 
cause, 3 were the result of some irritation of the 
brain or cord center from infectious toxines, the 
erections recurring and subsiding with the rise and 
fall of the temperature, and one case was the result 
of an overdose of cantharides. 

True priapism, in contradistinction to these 
transitory non-sexual erections, is a remarkable 
pathologic condition of prolonged and persistent 
erection unaccompanied by sexual desire, and 
usually painful. It responds to no form of medica- 
tion and subsides spontaneously, sometimes quickly 
but usually very gradually. Its pathogenicity is 
obscure and the condition is very rare, there being 
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only about 170 cases reported in the whole medical 
literature. The dual mechanism, nervous and cir- 
culatory, of normal erection, although complex, 
indicates a dual pathogenicity for the pathologic 
manifestation, and every case of true priapism in 
the final analysis may be grouped as due either to 
a nervous or a mechanical factor or to a definite 
combination of these. 
According to this pathogenicity the cases may be 
classified as— 
I. Due to nervous causes............... 
1. From ascending peripheral stimuli 
(reflex) 
Irom direct stimuli 
(a) To the spinal cord center. 
(b) To the nervi erigens or pudens. 
From descending cerebral stimuli. .. 
(a) Direct. 
(b) Indirect. 
Due to local mechanical causes 


35 Cases 


3 cases 
15 cases 


17 cases 


135 cases 
1. Thrombosis or pseudothrombosis. ...125 cases 
2. Hemorrhage and hematoma 7 cases 
3. New-growths of the penis 2 cases 
4. Inflammatory swellings and oedema 

of the penis I case 

Of the 170 cases of true priapism analyzed, 35 
may be attributed to nervous causes and form 
a very interesting group. Only 3 were the result 
of ascending peripheral stimuli and these were all 
of only a few days’ duration. The remaining 32 
cases were the result of descending impulses, 17 
from the brain and 15 from the spinal cord. Five 
cases associated with nasal polypi suggest an 
interrelation with the “‘ genital spots” of Fliess and 
a therapeutic measure in certain cases of psychic 
priapism. 

There were 135 cases which had a mechanical 
or a combined nervous and mechanical element as 
a cause for the priapism. Thrombosis of the veins 
of the corpora cavernosa was by far the most com- 
mon factor, and may be assumed to have occurred 
in 125 of the cases. Forty-five cases show a definite 
relationship to leukamia, and the pathogenesis in 
these cases is probably both nervous and mechanical 
in character. The mechanical factor is thrombosis 
or pseudothrombosis. The nervous factor is prob- 
ably incited by the condition of the blood, setting 
up a reflex erection (over 50 per cent were preceded 
by intermittent transitory erections), which is then 
prolonged by a subsequent thrombosis. The ex- 
planation of these cases of mechanical priapism lies 
for the most part in the principles of thrombus 
formation. There is a slowing of the blood stream 
with a widening and stretching of the vessels and 
the formation of eddies. Blood-platelets or leuco- 
cytes are deposited, and, in case the factor of ag- 
glutinability is present, are cemented together so 
as to plug the vessels. Later there may or may not 
be the liberation of fibrin and coagulation. 

Thirty-four of the cases have been treated by 
operation with immediate cure in all but 2 cases, 





43° 


one of which was of nervous origin; the other opera- 
tion was a failure apparently because the incisions 
were too superficial. The division of pathologic 
erections into four groups suggests the need of a 
different procedure in the treatment of each group. 
Acute transitory erections demand local treatment 
of the inciting genital condition. Chronic transitory 
erections, on the other hand, since they are so 
frequently of nervous origin, will often demand 
operative measures along the same lines as for ner- 
vous priapism. The treatment of priapism of 
nervous pathogenesis requires thorough general 
measures before operative intervention is considered. 
Eighty per cent of cases have a duration of less 
than 10 days and, particularly in the brain or spinal 
cord injury cases, the general condition of the 
patient is so serious that the priapism is of minor 
and secondary importance. For the priapism of 
mechanical pathogenesis, of which about 95 per 
cent are due to thrombosis or pseudothrombosis, a 
simple and effective operative treatment consists 
in incision and drainage of one or both corpora 
cavernosa. In the 33 cases in which it has been used 
this procedure failed to effect a cure only once, the 
incisions in this case being too superficial. 


GENITAL ORGANS 


Corner, E. M.: 
the Treatment of Imperfectly 
Testicles. Clin. J., 1914, xliii, 681. 

By Surg., Gynec. & Obst. 


Extended Clinical Experience in 
Descended 


The imperfect descent of the testicle is usually 
due to partial development of the tunica vaginalis 


forming a potential hernial sac. This is a congenital 
deformity which shows in the anatomy and 
physiology of the testicle. Expectant treatment is 
terminated by the appearance of a hernia. Op- 
erative procedure is then indicated. This may be 
done in one of three ways as follows: 

The hernial sac is divided and stripped of the 
cord, allowing the testicle to descend. This is 
called orchidoplasty, and it is done in 40 per cent 
of the author’s cases. Orchidopexy is done when 
the testicle is fixed in the scrotum. It is only in- 
dicated when there is a combined congenital con- 
dition causing hernia and imperfect descent, for 
atrophy and fibrosis may follow, thus destroying 
the internal secretion. It is done in ro per cent of 
the author’s cases. 

After twenty years of age orchidectomy is usually 
advisable, especially if the imperfect descent is 
unilateral. The after-results are satisfactory. In 
some cases it is preferable to return the gland to 
the abdomen intraperitoneally. This is an or- 
chidoceelioplasty. Increased dangers of theoretical 
malignancy or of gonorrhceal orchitis are greatly 
overestimated. The internal but not the external 
secretion is preserved. It is performed in 50 per 
cent of the author’s cases. 

The summary is based upon the patient’s age. 
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Up to five years, operation is advised if a hernia 
is present; orchidoplasty is preferred. Between 
seven and twenty, operation is indicated, either 
orchidoplasty, orchidectomy, or orchidoccelioplasty 
being chosen. After twenty years, an orchidectomy 
is indicated. C. D. PickrELt. 


Rigdon, R. L.: Does a Relationship Exist Between 
Tuberculosis of the Epididymis and Tuber- 
culosis of the Kidney? Calif. St. J. Med., ror, 
xii, 502. By Surg., Gynec. & Obst. 


In the consideration of tuberculosis of the epididy- 
mis and kidney, the author, analyzing 112 cases of 
tubercular epididymitis reported by Barney, found 
4 only in which the kidney was involved. He 
further reports that in 99 patients with epididymal 
tuberculosis, 54 per cent showed prostatic involve- 
ment in the first year, and 35 per cent showed 
vesical symptoms. 

Keyes, reporting too cases of tuberculosis of the 
epididymis, states that 11 gave evidence of previous 
kidney involvement; in 9 cases extension took 
place from the testicle to the kidney. 

Cholzoff, in 74 cases of genital tuberculosis, 
found 5 cases of kidney involvement. 

In Braasch’s report of 203 cases of renal tuber- 
culosis he noted 60 per cent with evidence of genital 
involvement, the epididymis being most frequent. 

Irvin S. Kort. 


Smith, D. O., and Frayser, B. H.: Operative Treat- 
ment of Acute Epididymitis. Ann. Surz., 
Phila., 1914, lx, 710. By Surg., Gynec. & Obst. 

The authors’ note the scarcity of case reports 
concerning the procedure and discuss the symp- 
tomatology of this condition fully. They place 
great emphasis on the permanent damage, such as 
retention cysts, glandular atrophy, fibrous hyper- 
trophy, frequently encountered as a result of acute 
epididymitis. They claim that operative procedure 
diminishes the extent of the damage, lessens the 
pain, and hastens the recovery, which is also more 
complete. 

General anesthesia is preferred, although novo- 
caine has been successfully used. An incision is 
made large enough to deliver the testicle, which 
may not always require delivery; the inflamed 
portion is exposed and multiple puncture made 
with a blunt instrument — probe. The occur- 
rence of hydrocele or abscess makes a more ex- 
tensive procedure imperative. In the absence 
of complications the incision is closed by suture 
and a gauze drain inserted. Usually by the fourth 
day the patients are up and by the sixth day are 
out of the hospital. 

The authors’ experience covers 300 cases. A fall 
in temperature has been noted following operation, 
generally in 36 hours; there were no relapses, no 
nodular induration, and in a few observed cases 
there was a fall in the leucocytic count. No in- 
fection has been known to follow this procedure. 

Louts L. TEN BROECK. 
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Herbst, R. H.: The Treatment of Hydrocele, with 
Special Reference to Phenol Injection. J. Am. 
M. Ass., 1914, lxiii, 2219. By Surg., Gynec. & Obst. 

Herbst calls attention to the importance of a 
preliminary tapping in all cases of hydrocele when 
the sac of the tunica vaginalis is well filled with 
fluid and it is difficult or impossible to palpate the 
contents of the scrotum, believing that in most 
cases there is an underlying pathology which should 
be determined before choosing between one of the 
open operations and the injection of carbolic acid. 

He states that in many cases an open operation 
is not only unnecessary, but contra-indicated; 
viz., in cases where the hydrocele is secondary to 
advanced tuberculosis of the genital tract and in 
cases of syphilis of the testicle. 

Recurrences following the carbolic acid injection 
method are extremely rare if the sac is thoroughly 
washed with sterile water before the phenol is 
injected. The author emphasizes the importance 
of washing out the sac, and reports excellent results 
with this method of treatment. In cases of chronic 
pachyvaginalitis in which the sac wall has become 
greatly thickened, he prefers excision to either 
eversion or injection. The injection of phenol is 
not followed by atrophy of the testicle, although it 
may rarely produce a peritesticular sclerosis. 


Cumston, C. G.: The Dangers Connected with 
Removal of the Seminal Vesicles. Am. J. 
Urol., 1914, X, 521. By Surg., Gynec. & Obst. 


The removal of the seminal vesicles is not a 
simple operation, as suppuration and fistula fre- 
quently occur. There are three routes for operative 
attack on the seminal vesicle: anterior, inferior, and 
posterior. In the anterior route the chief difficulties 
are rupture of the vas, which usually occurs near 
the junction of the vas with the vesicle, and if the 
vesicle has been dissected slightly it may even 
bring portions of the vesicle with it. Wounds of 
the ureter and tears of the vesicles are very common 
and are troublesome because of oozing. In the 
perineal route, the chief complications are those 
due to isolation of the vesicle: namely, hemorrhage 
and urinary fistula; opening of the rectum may 
take place and suppuration is common. The pos- 
terior operation is performed through the sacrum 
and the coccyx. The shock is great and the danger 
of hemorrhage, opening of the rectum, and suppura- 
tion are present at all times. 

In conclusion, the author states that the removal 
of the vas and vesicles should be limited to a small 
group of selected cases. The simple removal of the 
epididymis and as much of the vas as it is possible 
to remove through the external abdominal ring 
usually will be sufficient. V. D. LESPINASSE. 


Neuber, C. E.: Carcinoma of the Prostate (Uber 
Prostatacarcinome). Zischr. f. urol. Chir., 1914, 

ii, 405. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The number of authentic cases of carcinoma of 
the prostate has increased recently on account of 
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more refined methods of diagnosis, more extensive 
operations, and more accurate pathological-anatomi- 
cal examinations. It now constitutes about 1.42 to 
2 per cent of all carcinomata. 

The histories of 30 cases are given and discussed 
in detail both from the clinical and pathological- 
anatomical point of view. The ages range from 49 
to 88 years, the sixth decade yielding the greatest 
percentage. The cases sometimes are of very long 
duration — 15 to 20 years — especially when there 
are bone metastases. Both the local and general 
symptoms are very uncharacteristic. On rectal 
palpation the gland is frequently very painful and 
hard. All forms and sizes of tumors appear. 

Transmission to the bladder, rectum, and other 
pelvic organs are discussed. Liquefaction of the 
tumor is rare, lymph-gland metastases are frequent, 
especially in the true pelvis and retroperitoneally. 
Bone metastasis is important, as it appears in the 
form of softening or as osteoplastic carcinosis. The 
spinal column, pelvis, and femur are most often in- 
volved. Certain places in these are most often 
affected, and the exact localization of these places is 
shown. 

In all suspicious cases of tumors of the prostate a 
réntgen examination should precede an operation, 
which may be shown to be useless. Neuralgia, 
sciatica, and pain in the bones in old men should 
lead to early réntgen examination and arouse a sus- 
picion of carcinoma of the prostate. This typical 
form of metastasis is discussed from the standpoint 
of pathology, and further complications are men- 
tioned, such as spontaneous fractures, metastases in 
the liver, lung, kidney, pleura, and dura, as well as 
ruptures of the cancer into the bladder and rectum. 

HOFFMANN. 


Keyes, E. L., Jr.: A Method of Diminishing Ham- 
orrhage after Suprapubic Prostatectomy. J. 
Am. M. Ass., 1914. Ixili, 2217. 

By Surg., Gynec. & Obst. 


The method consists of passing a suture from the 
perineum into one side of the bladder neck—after 
removal of the hypertrophied prostate—out again 
through the other side and back into the perineum 
where the suture is drawn tightly over a gauze pad. 
To avoid fistula the suture must be removed the 
following day. The details are too complicated 
to be abstracted. Keyes claims for his suture 
rapidity, simplicity, and relatively complete check- 
ing of hemorrhage. 


Thomas, B. A.: The Role of Functional Kidney 
Tests and Pre-Operative and Post-Operative 
Treatment in the Reduction of Prostatectomy 
Mortality. J. Am. M. Ass., 1914, lxiii, 1909. 

By Surg., Gynec. & Obst. 


In the estimation of renal sufficiency in candidates 
for prostatectomy, Thomas proposes an “index of 


elimination” with indigo-carmin. The index is 
determined by dividing the quantity of the dye 
eliminated during the first hour by the quantity 
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eliminated during the third hour after injection. 
This quotient, according to Thomas, is a truer guide 
as to the renal function, both from a clinical point 
of view and from operative results, than any other 
method that he has utilized. In a series of normal 
cases the index of elimination averaged 5.1. 

In cases with diseased kidneys the onset of elim- 
ination is delayed and the amount of early elim- 
ination proportionately diminished, while the 
duration of elimination is prolonged. The relative 
outputs of the first and third hours will therefore 
have more significance than the determination of 
the mere quantitative output for the first two hours. 
When the third-hour output equals or exceeds that 
excreted in the first hour — index of elimination 
1. or less—the finding possibly contra-indicates 
serious operative intervention, namely, prostatec- 
tomy, unless the total amount eliminated in three 
hours exceeds 20 per cent, when operation may be 
considered even though the index of elimination be 
very low. FRANK HINMAN. 


MISCELLANEOUS 


Barney, J. D.: The Ultimate Results of Genital 
Tuberculosis in the Male. J. Am. M. Ass., 1914, 
Ixiii, 2274. By Surg., Gynec. & Obst. 

In aseries of 154 cases of genital tuberculosis Bar- 

ney found the disease present in other organs in 55.8 

per cent, the lung being most frequently involved in 

35 cases, 22.7 per cent of the whole. Kidney and 

bone infections came next with seven cases each. 

Among the 154 cases, renal tuberculosis occurred 
in 18; it preceded the genital lesion in 7, and fol- 
lowed it in 11. It is thus seen that the infection 

more frequently extends upward than downward, a 

fact which in the author’s opinion favors strongly 

the belief that the tubercle bacillus spreads via the 
lymphatics. In cases in which epididymal tubercu- 
losis on one side is followed by an involvement of the 
opposite kidney, it is to be accounted for by a crossing 
of the lymphatics at the base of the bladder. The 
guinea-pig test of the bladder urine in such cases is 

a point of the utmost importance, not only for 

purposes of diagnosis, but also of prognosis. If a 

positive test is obtained, it shows either that there 

is renal involvement, or that the bladder has become 
infected by extension of the disease from the pros- 
tate or seminal vesicles. In 8 out of 10 of this 
series tubercle bacilli were found in the urine before 
operation. The urines of those now dead contained 
pus, blood, albumin, and casts in various combina- 
tions in 77 per cent, while of the patients living the 
urine was pathologic in but 38 per cent. 

The operative mortality for the 154 cases was 2.59 
per cent. Of 113 patients traced, over 27 per cent 
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have died of some form of tuberculosis. Forty-one 
per cent of 58 patients have died of this disease 
within a period of six years after operation. Of the 
deaths from tuberculosis, 14.2 per cent occurred 
within one month, 32.1 per cent within six months, 
and 50 per cent within one year after operation. 
During the first six years 85 per cent died, while 
between the ninth and eleventh years 10.7 per cent 
succumbed. Miliary, renal, and lung tuberculosis 
are, in order, the final types of the disease. A large 
majority of those dying of tuberculosis had had one 
or more outbreaks of the disease both before and 
after operation. Barney’s experience warrants the 
conclusion that until at least ten years have elapsed 
after operation, no patient can be said to be cured of 
tuberculosis. 

The records of those now living show a much 
smaller percentage than do those of the dead, of other 
tuberculous processes before operation, but many of 
them have since developed other foci. As 81 per 
cent of those examined and 28.5 per cent of those 
heard from are still within the six-year period, in 
which it was found that 85 per cent of deaths had 
occurred, it is to be expected that the deaths from 
tuberculosis in this group are not yet at an end. 

While genital tuberculosis, even if unilateral, 
results in sterility in most cases, neither the disease 
nor the operation for its relief, including double 
orchidectomy, seems to impair masculinity. 

In not one of one hundred cases of epididymec- 
tomy has a subsequent orchidectomy been necessary, 
although in three instances there has occurred a 
tuberculous funiculitis simulating testicular in- 
volvement. This is remarkable in view of the fact 
that the testicles were found to be macroscopically 
tuberculous in 44 per cent, and microscopically so in 
cases of orchidectomy in 66 per cent. Where ex- 
perience and judgment are exercised, the testicle 
need rarely be removed, for, unless very extensively 
involved, curettage or excision of the tuberculous 
foci is sufficient. 

Although the prostate and seminal vesicles are 
secondarily involved in most cases of epididymal 
tuberculosis (65 cases in this series), their condition 
will improve or heal after removal of the epididymis. 
Radical surgical treatment of these organs is un- 
necessary and unwise. The long life and good gen- 
eral condition of many patients, even though suf- 
fering from repeated outbreaks of tuberculosis, 
shows that the survival of the patient depends 
largely on his ability to immunize himself to the 
disease. Therefore, our efforts must be directed, 
not merely toward suitable surgical treatment, but 
also toward helping the patient develop that im- 
munity which is so important. For this purpose 
hygiene, sandalwood oil, and tuberculin are essential. 
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Appleman, L. F.: Ectropion of the Eyelids Correct- 
ed by Skin-Grafts. Ophthalmol., 1914, xi, 40. 
By Surg., Gynec. & Obst. 
Appleman reports a case of cicatricial ectropion, 
following burns from an explosion, which was 
corrected by skin-grafting. The technique used 
consisted of an incision through the cicatrix on the 
forehead with complete separation of adhesions 
so as to allow the upper lid to drop to its normal 
position. In this position it was secured by three 
anchor silk sutures holding its free margin in ap- 
proximation with the skin of the cheek to allow for 
subsequent shrinkage. The exposed areas were 
covered with skin-grafts dressed with oiled gutta- 
percha tissue and held in place by light compresses. 
After the second day warm compresses wet with a 
1:10,000 bichloride solution were applied. The 
sutures were removed on the fourth day. The 
result was good. ‘ 
Ectropion of the lower lids was corrected by a 
similar procedure, but in this instance the margin of 
the lower lid was held in slight overcorrection by 
suturing it to the margin of the upper lid. 
Appleman is of the opinion that oiled gutta- 
percha dressings in skin-grafts are better than com- 
presses for promoting healing and preventing sup- 
puration. A wide margin of overcorrection must be 
aimed at in all such operations to allow for sub- 
sequent shrinkage of the cicatrix. E. F. SLavik. 


Todd, R.: Extra-Ocular Tendon Lengthening and 
Shortening Operations Which Enable the Oper- 
ator to Regulate the Effect. Ophth. Rec., 1914, 
xxiii, 628. By Surg., Gynec. & Obst. 

Todd describes his method of graduated tenotomy 
in which cuts are made at alternate positions on 
opposite sides of the tendon, and a tucking opera- 
tion in which the muscle is rolled around on an 
instrument and then secured by suture. 

The tenotomy cuts extend through more than 
one-half the width of the tendon. ‘Two or three 
are usually sufficient. This leaves the tendon in 
the form of a “Z” or “W.” The author claims 
that the dangers of correction are eliminated and 
the opportunity for regulating the amount of the 
result greatly improved. 

In the tucking operation the tendon is dissected 
free and is doubled on itself by a special instrument 
by which the amount of overlap can be regulated. 
The approximated surfaces are abraded and then 
sutured by passing two catgut ligatures through the 
center of the overlapped portion and tying one 
each way, thereby constricting the tendon in two 


bundles. Two silk sutures pass through back of 
the first including the conjunctiva, pass forward 
and through the episclera very near the corneal 
border and parallel to it, one up and one down. 
The corneal end of each is united with the portal 
end, and the amount of pull exerted in making this 
knot regulates the amount of correction. These 
ends may be tied temporarily and changed at a 
later date if necessary, as they are outside of the 
conjunctiva. 

The article includes case reports and illustration 
of the steps of the operation. FE. B. Fow er. 


Greeves, R. A.: Case of Supernumerary Punctum 
Lachrymale and Canaliculus. Proc. Roy. Soc. 
Med., 1914, vii, Sect. Ophth., 141. 

By Surg., Gynec. & Obst. 
Greeves reports a case of supernumerary puncta 
and canaliculi in which two distinct ducts leading 

to the lachrymal sac were present on the lower lid. 

The upper punctum and canaliculus were normal. 

He states that more than 4o cases of supernumerary 

puncta have been published; they are usually found 

on the lower lid, and none of the cases was bilateral. 
The nasal duct appears the sixth week of foetal 

life. From a solid epiblastic cord, appearing as a 

thickening in the lachrymonasal groove, an ex- 

pansion with two outgrowths at its upper end 
appears, which structures later become hollowed 
in the center to form the canalicular sac and duct. 

The presence of supernumerary parts may be 

explained by the assumption of supernumerary out- 

growths from this epiblastic cord. W. G. REEpDER. 


Green, L. D.: Recent Advances in the Treatment 
of Dacryostenosis. J. Ophth. & Oto-Laryngol., 
1914, Vill, 383. By Surg., Gynec. & Obst. 

Green reviews West’s method of producing a 
permanent opening from the nose into the lachry- 
mal sac. Attention is called to the desirability of 
preserving the canaliculus, as the function of the 
lachrymal apparatus is more perfectly regained. 

He reports two cases, in one of which both sacs were 

opened with successful results. W. G. REEDER. 


Gibbons, E. E.: Keratoconus. Opihthalmol., 1914, 
MA, 97. By Surg., Gynec. & Obst. 
Gibbons reports a case of a cortical cornea im- 
proved by flattening of the cornea by the applica- 
tion of a cautary electrode close to the surface, but 
not in actual contact; being constantly moved about 
in a circle over the area 3 mm. in diameter. After 
several months a bilateral iridectomy down and in 
was performed. Vision was markedly improved 
from 12/200 RE and LE to 20/50 RE and 20/40 LE 
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with —5x30° and —5x10° respectively. Very little 
irregular astigmatism remained after the operation. 
E. F. SLAVIK. 


Fleischer, B.: A Case of Bilateral Keratoconus 
Examined Anatomically; the Hzmosiderin 
Ring of the Cornea in Keratococcus; and 
Hzmosiderosis of the Eye in ‘‘ Diabete 
Bronze.”’ Arch. Ophth., 1914, xliii, 620. 

By Surg., Gynec. & Obst. 

Fleischer found that the brown ring in the case of 

keratoconus was hemosiderin which had diffused 
into the corneal epithelium from small hemorrhages 
occurring in connection with defects in Bowman’s 
membrane. His explanation of the ring formation 
is that a small blood-vessel with a granule of hem- 
osiderin adjoining it, just below the defect in 
Bowman’s membrane, ruptures and diffuses hem- 
osiderin through the corneal epithelium which 
spreads out into circular form because of the pres- 
sure there. He does not claim that the ring bears 
any relation to the etiology of keratoconus, since 
he found this same ring in a case of “diabete 
bronze.” Cc. A. Macny. 


Wray, C.: The Operative Treatment of Kerato- 
conus—Conical Cornea. Proc. Roy. Soc. Med., 
1914, Sect. Ophth., vii, 152. 

By Surg., Gynec. & Obst. 

When the diagnosis is certain and the patient is 
over 25 years of age some form of active treatment 
is indicated, especially if the astigmatism is pro- 
gressive. Rules as to cauterization cannot be exact. 


At least three sittings are usually necessary with 


Snell’s cautery at almost a black heat. Sufficient 
reaction must be obtained to result in the formation 
of connective tissue. When thinning of the cornea 
is pronounced, little connective tissue results from a 
single cauterization. An iridectomy or trephine is 
advised by some surgeons to reduce the tension of 
the anterior chamber. A series of six cases is re- 
ported with good results. W. G. REEDER. 


Vail, D. T.: Delayed Healing of the Wound in 
Cataract Extraction, and Its Proper Treat- 
ment. Ohio St. WV. J., 1914, x, 742. 

By Surg., Gynec. & Obst. 

Vail reports 3 cases of delayed union of the wound 
of incision after cataract extraction, in which a 
hitherto unsuspected cause for retarded healing 
was perceived and treated accordingly, with prompt 
and most gratifying results. 

In the absence of the common causes of retarded 
restoration of the anterior chamber in his cases, 
such as the presence of shreds of capsule, tags of 
iris, hernia of iris or vitreous, fragments of lens, 
blood-clots, etc., the writer actually observed with 
the Berger loupe intermittent spurts of escaping 
aqueous, and attributed it to the orbicularis. He 
rightfully concludes that this alternate contraction 
and relaxation produces sufficient recurrent pres- 
sure on the convexity of the cornea to allow the 
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aqueous to leak just enough to hinder the healing 
process. 

Tenotomy of the orbicularis brought about the 
prompt restoration of the anterior chamber and 
verified the observations and forces at work in 
these particular cases. The muscle was cut both 
upward and downward at right angles to the ex- 
ternal palpebral ligament. The anterior chamber 
remained empty for 26, 14 and 12 days respectively, 
but re-formed in 24 hours in all 3 cases after this 
simple operation. G. D. THEOBALD. 


Hansell, H. F.: The Extraction of the Cataractous 
Lens in Its Capsule, as Practiced in the Coltea 
Hospital, Bucharest, Roumania. Penn. M. J., 
xviii, 171. By Surg., Gynec. & Obst. 

Hansell gives a brief and clear description of 
Stanculeanu’s operation for the extraction of the 
lens within its capsule. 

In every case a conjunctival sliding flap is made 
above, which when drawn down after the extraction 
is completed and properly sutured will cover the 
upper third of the cornea. 

The advantages of the flap are preservation of 
intact vitreous, rapid closure of the corneal wound, 
prevention of entrance into the anterior chamber of 
foreign or septic material, and a safeguard from 
accidents during convalescence. A corneal section 
comprising one-half or nearly one-half of its cir- 
cumference should be made in the corneal rather 
than in the scleral limbus. After making a narrow 
iridectomy the largest possible fold of capsule 
is grasped by specially designed sickle-shaped 
forceps; wide horizontal, upward, and downward 
movements are made to rupture the zonula, after 
which the forceps are withdrawn and then with 
gentle pressure the lens is expressed in the usual 
way. 

Two comprehensive conclusions seem justifiable: 
(1) Stanculeanu’s operation is to be recommended 
only in incomplete senile cataracts, both mature 
and immature. (2) It is not adapted to the extrac- 
tion of hypermature cataracts. G. D. THEoBa.p. 


Eason, H. L.: Piece of Steel in the Vitreous. Proc. 
Roy. Soc. Med., 1914, Sect. Ophth., 150. 

By Surg., Gynec. & Obst. 

Eason reports a case of steel in the vitreous which 

could be seen lying on the retina below, internal 

to the disc and uncovered by exudate. There was 

a subhyaloid hemorrhage and some exudate in the 

neighborhood of the foreign body. The iris was 

discolored. Vision was 6/9. Eason advised leav- 
ing the foreign body alone for the present. 

W. G. REEDER. 


Cantonnet, M.: Traumatisms of the Eye and Their 
Consequences from the Medicolegal Aspect. 
Univ. M. Rec., 1914, Vi, 360. 

By Surg., Gynec. & Obst. 

The different solids, fluids, and gases causing 

burns of the eye are enumerated, and among them 
vitriol is given first place. 














The various parts of the eye which are subject 
to burns are discussed, the first being the lids. 
The gravest danger is cicatricial ectropion and its 
sequelz, such as ulceration of the cornea. 

Emphasis is laid on the sensitiveness of the cornea 
following burns, especially those in which there is a 
leucoma. The author states that some leucoma can 
be cured, but that where anesthesia is present a 
grave prognosis is given. 

Ulceration with perforation and symblepkaron 
are briefly considered. Removal of the caustic, 
etc., from the eye, in the author’s opinion, consti- 
tutes the best emergency treatment for burns of the 
eye. 

Secondary cataract and glaucoma following pene- 
trating wounds and contusions are discussed very 
briefly. Severance of the optic nerve following 
basal skull fracture, also sympathetic ophthalmia 
are also discussed. SYDNEY WALKER, JR. 


Love, J. M.: Simple Angioma of the Choroid. 
Arch. Ophth., 1914, xliii, 607. 
By Surg., Gynec. & Obst. 

Love concludes from his case, which he compared 
with all others on record, that angiomata of the 
choroid have their origin in the macular region; that 
they are simple, not cavernous, in type, and are 
probably due to some congenital disturbance in the 
innervation of the vessels supplying the affected 
region. The cases referred to are twenty-one in 
number, six of which were associated with nevi of 
the face. Clinically, they have been found in the 
macular region, as evidenced by a central scotoma 
and a contraction in the field of vision; pathologically, 
by increased thickening there. ‘This case showed no 
vascular spaces with septa, but an abnormal growth 
of capillaries with varying amounts of stroma, 
which points to its simple character. 

From an examination of one hundred and fifty- 
one cases of angiomata of the skin an intimate 
connection was traced between them and angiomata 
of the choroid. Both are similar in structure and 
appear during the formation and growth of the vas- 
cular system; and as a congenital disease of a single 
spinal ganglion originating in the uterus is the cause 
of the skin degeneration developed in the peripheral 
region of the corresponding spinal nerves, it is reason- 
able to conclude that the same factors produce a 
similar condition in the choroid. C. A. Macuy. 


Mayou, M. S.: Optic Neuritis with Symmetrical 
Loss of the Lower Portion of the Field Asso- 
ciated with Diabetes. Proc. Roy. Soc. Med., 
1914, vii, Sect. Ophth., 148. 

By Surg., Gynec. & Obst. 
Mayou reports a case of symmetrical loss of the 
lower portion of the field associated with diabetes. 

The right eye, first affected, showed an optic 

neuritis with swelling of 5D. One antrum was 

found full of pus and was drained. Seven months 
later an optic neuritis of the left eye developed. 

At this time the urine was found to contain a large 
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amount of sugar. A diabetic diet resulted in a 
slight improvement of the fields. W. G. ReepeEr. 


Henderson, E. E.: Rupture of the Optic Nerve at 
the Lamina Cribrosa. Proc. Roy. Soc. Med., 
1914, Sect. Ophth., 158. By Surg., Gynec. & Obst. 

Henderson reports a case of rupture of the optic 
nerve at the lamina cribrosa in a boy who had been 
struck by a brick over the right eye. The iris was 
tremulous, there was blood in the anterior chamber, 
and there was no perception of light. A fortnight 
later the vitreous had cleared, showing a rupture 
in the lower half of the disc surrounded by hamor- 
rhage. The literature records eleven other cases. 

W. G. REEDER. 


Elschnig, A.: The Accessory Cavities of the Nose in 
Connection with the Pathology of the Eye 
(Bedeutung der Nasennebenhdhlenaffektionen in 
der Pathologie des \uges). Med. Alin... Berl., 
1914, X, 1446. By Surg.. Gynec. & Obst. 

Elschnig expatiates on the great importance of the 
part played by the nasal accessory sinuses in the 
pathology of the eye. This is a discovery of the 
last decade, he says, and even now its importance 
is not appreciated until the prompt cure of a recur- 
ring iridocyclitis is witnessed, for example, when a 
suppurating process in an accessory sinus is dis- 
covered and cleaned out. Neuritis of the optic 
nerve may develop from propagation of the suppur- 
ative process to the brain directly, or indirectly 
through the meninges. In other cases the trouble 
is from compression of the orbit, eyeball, or optic 
nerve from the enlarged sinus. 

The most serious and most common eye trouble 
secondary to sinusitis is inflammation of the optic 
nerve. The author has encountered 16 unilateral 
cases of this kind; in 3 cases the ophthalmoscopic 
findings were normal, the neuritis being altogether 
retrobulbar; in 9 there were slight evidences of in- 
flammation in the papilla, and in 4 severe intra- 
ocular neuritis with choked disc. In 6 of the ry 
cases measured there was slight exophthalmos. In 
7 cases the pupil was dilated but the reactions were 
not impaired. In 1o cases vision had been almost 
entirely Jost on that side; in 3 there was merely 
central relative scotoma, and in 3 absolute scotoma. 
Only in the severest cases was there restriction of 
the field of vision, especially for colors. 

Inall but 4 cases vision returned nearly or entirely 
to normal after treatment of the suppurative process 
in the accessory nasal sinus. In these 4 cases the 
eye trouble was of from four to fourteen days’ 
standing; in 2 there was advanced intra-ocular neu- 
ritis; in 1 slight neuritis; in the other case the find- 
ings were normal. 

The sinus trouble ranged from mere catarrh to the 
severest hypertrophy, polyp growths, or suppuration 
in the different cases; in only 5 cases was the sinusitis 
suspected by the patient or physician, and in only 
one of these had its connection with the eye affection 
been suggested. The blind spot was not enlarged 
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in any instance. When both eyes were affected the 
pupils were widely but irregularly dilated and the 
reactions were not always quite normal. 

The diagnosis is peculiarly difficult when there is 
some nervous affection in addition to the sinusitis. 
Retrobulbar neuritis with central scotoma is by no 
means uncommon in multiple sclerosis. Sinusitis 
was found also in 3 cases of brain tumor and one of 
multiple sclerosis, but the eye trouble persisted un- 
modified after the cure of the sinusitis under treat- 
ment. Syphilis was demonstrated in 5 of the total 
35 cases of nasal sinusitis in ophthalmological cases; 
orthostatic albuminuria, extreme indicanuria, or 
cardiac defect was evident in one case each. In 
five cases the amblyopia had been attributed to 
tobacco poisoning until the sinusitis was discovered. 

During the seven-year period in question Elschnig 
has encountered 208 cases of disease of the optic 
nerve; the 35 cases with sinusitis, therefore, form 
15 per cent of the total material. 

The prompt subsidence of the neuritis when the 
sinusitis is treated in time shows that with irritation 
of the optic nerve there is generally a curable stage 
if the toxic and mechanical influences can be re- 
moved. Sometimes vision improved immediately 
as the contents of the sinus was aspirated out. 

A. Goss. 


Batten, R. D.: Double Detachment of the Retina 
in a Boy with Albuminuria. Proc. Roy. Soc. Med. 
1914, Sect. Ophth., vii, 142. 

By Surg., Gynec. & Obst. 
Batten reports a case of double retinal detach- 
ment in a boy with chronic nephritis. One eye 
was operated upon by large scleral puncture with 
temporary improvement of the fields. 
W. G. REEDER. 


Thompson, A. H.: Detachment of Retina due toa 
Band in the Vitreous Following the Extraction 
of a Piece of Steel. Proc. Roy. Soc. Med., 1914, 
Sect. Ophth., vii, 151. By Surg., Gynec. & Obst. 
Thompson reports a case in which a piece of steel 
entered the eyeball, passing through the cornea and 
iris. It was removed by a giant magnet. A band 
of exudate could be traced through the vitreous 
marking the path of the foreign body. ‘Thirteen 
months later a large detachment developed which 
he thinks was caused by the body dragging on the 
retina. W. G. REEDER. 


Savage, G. C.: Heterophorias and Their Treat- 
ment. Ophkth. Rec., 1914, xxiii, 552. 
By Surg., Gynec. & Obst. 
After explaining that the study of muscle has 
been retarded on account of Helmholtz’s error 
in regard to the poles of the eye, the nature of ocular 
movements, and also on account of the unscientific 
instruments used, the author explains at length the 
monocular phorometer, the poles of the eye and the 
binocular fields, elaborating to a great degree on the 
different phorias and their treatment according to 
his theories. 
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Muscle study has been retarded because of (1) 
Helmholtz’ theory of the poles of the eye; (2) the 
difficulty of linking Helmholtz’ theory with ocular 
movements; (3) unscientific instruments, binocular 
phorometers, and the Maddox rod are not reliable 
except for measurement of cyclophoria. 

The monocular phorometer stands before one 
eye and cannot interfere with the retinal image of 
the other eye. A strong displacing prism throws 
an image of the test object on the other retina 
outside the area of possible fusion. The Risley 
rotary prism moves only the displaced image. 
It is reversible as it tests the muscle adjustment of 
either eye, and the uncovered eye fixes the object 
seen by it, while the other or false object goes where 
it may. 

The central point of the macula is the posterior 
pole of the eye, and the point on the cornea cut by it 
is the anterior pole, whether it be the center of the 
cornea or not. The monocular spacial pole is on 
the visual axis somewhere in space, and through 
it pass spacial meridians each lying in the same 
plane with the corresponding retinal meridian, the 
retinal and spacial meridians having a common 
center. The direct point of view is at the spacial 
pole, and its image is on the retinal pole, hence the 
visual axis is a radius of retinal curvature prolonged. 
All lines of visual direction are radii of retinal 
curvature prolonged, and the spacial and retinal 
meridians are concentric and lie in the same plane. 

In eyes of normal muscle tonicity the two spacial 
poles are fused together into one binocular spacial 
pole by the eight recti muscles, the two monocular 
vertical spacial meridians are fused into one binocu- 
lar vertical spacial meridian by the four obliques, 
and the monocular spacial parallels are also fused 
into binocular spacial parallels. This is the means 
of formation of the binocular field of vision. Eyes 
which can create the binocular field of vision can 
carry the point of fixation from the direct to any 
other point, hence this is practically the binocular 
field of rotation. All objects lying within the sixth 
parallel are seen singly with both eyes, those outside 
are seen with but one eye. The binocular field 
of vision is 120 degrees, the binocular field of view 
is 180 degrees. 

In the binocular field of vision rotation in the 
horizontal meridian should be accomplished by 
only the externus of one eye and the internus of 
the other, each receiving a discharge of neuricity 
from one common brain center. At the vertical 
meridians the point of fixation must be carried by 
the harmonious action of the inferior recti and the 
superior obliques or the superior recti and inferior 
obliques, each pair under the control of its own 
conjugate brain-center. All oblique rotations are 
effected by the combined action of three pairs of 
muscles, each pair under the control of its own 
brain-center. One muscle of each pair receives 
supplemental neuricity from its individual nerve- 
center belonging to the class of fusion or duction 
centered, and is always individual. Except in 














oblique rotations, if each muscle is normal in toni- 
city, no fusion-center is ever called into action. 

The field of binocular fusion (retinal) is kite- 
shaped. The horizontal meridian, 32 degrees in 
extent, bisects the field in each eye at the macula, 
and the corresponding vertical field is 6 prism 
degrees. This field could not exist if controlled 
by conjugate brain-centers, only because every 
individual muscle and brain center has neuricity 
sent it in the interest of binocular fusion. The 
duction power is much less than the verting power. 
Fusion-centers in eyes of normal tonicity are always 
at rest except in oblique rotations. In _hetero- 
phoric conditions, whether the eyes are still or in 
motion, some of the centers are active, getting rest 
only when the eyes are closed. Without this there 
could be no binocular vision in these cases. 

A prism or some other external object, such as a 
cylinder that does throw object outside of fusion 
field, causes one or more fusion-centers to become 
alert at the sacrifice of the binocular spacial pole 
and meridians. The muscles called into play 
when an object is displaced by a prism can be 

‘determined if the image is not beyond the fusion 
area, and if it is outside it is not to be captured, 
hence there would be diplopia. 

The lifting power or tonicity of any rectus muscle 
both in orthophoria and heterophoria can be tested 
by the Risley rotary prism supplemented by a 
stationary prism. The rotary prism causes the 
eye to rotate so as to force the macula to accompany 
the moving image. The moment the image is 
carried beyond the fusion field, the center refuses 
to act, and diplopia results. The Risley rotary 
prism can be used in showing orthophoria, esophoria, 
exophoria, hyperphoria, and cataphoria, the latter 
without the use of the accessory prism. 

In orthophoria, errors of refraction should be 
corrected in all cases, whether sthenic or asthenic. 
The former can easily maintain binocular field 
for near or far, but the asthenic type, although it 
can control the field for far, needs exercises (floor to 
ceiling, etc.) to overcome the muscle fatigue for near. 

Pseudo-esophoria, if caused by hyperopia, is 
curable by lenses. That caused by weak ciliary 
muscle shown only in the near, by minus spheres 
0.50 to 1.00 used as exercise. Plus lenses for near 
when there is neither hyperopia or presbyopia will 
correct it. The exercise lenses are preferable to the 
rest lenses. 

Intrinsic esophoria is readily distinguished from 
the pseudo. In the low degrees of sthenic or as- 
thenic, relief can be obtained by rhythmic exercise 
of the externi and strengthening them so they may 
balance the too strong interni. The prisms should 
be base out and not too strong, because of the dis- 
turbance of orientation. In the higher degrees 
operation is the only resort. In asthenic—low 


abduction power—weak externi should be shortened 
so that the orthophoria may be of the sthenic 
variety and the spacial pole be created for near and 
far. 


If tenotomy of the interni is done the distant 
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binocular pole is created, but the eyes cannot main- 
tain the near pole easily. In sthenic esophoria— 
abduction normal or slightly subnormal—partial 
tenotomy of the interni should be done, and in high 
degrees the externi advanced. 

Pseudo-exophoria can exist only in the near and 
should be treated without operation. If caused 
by myopia, concave lenses should be used for all 
near work. If it occur in an emmetropic eye, candle 
exercises should be advised; shortening of the interni 
should never be done unless preceded by a long 
period of candle exercise. 

Intrinsic exophoria is present both in the far and 
near; in the low grades prism exercise of the interni 
will cure; in the higher grades operation alone can 
cure, whether sthenic or asthenic. The abduction 
test determines the muscle to be operated on. 
Under 8 degrees shortening of the interni, over to 
degrees tenotomy. Prism in a position of rest for 
weak interni is of no use. 

Hyperphoria and cataphoria are always intrinsic, 
but they may be either sthenic or asthenic. Low 
degrees may be cured by prism exercises which are 
rhythmic; in high degree the treatment is tenotomy 
of the superior rectus which is central if no cata- 
phoria exists; if it occurs later on, partial tenotomy 
of the inferior rectus should be done. The asthenic 
type should be corrected by shortening of the in- 
ferior rectus. 

Cyclophoria is that condition of the obliques 
which makes the maintenance of binocular spacial 
meridians difficult. It is intrinsic and may exist in 
connection with compensating cyclotropia. In 
plus cyclophoria correcting cylinders will bring 
great relief but not cure. The weak obliques can 
have tonicity augmented by exercise as follows: 
Weak—or —cylinders 0.50 to 1.50 set in frame and 
revolved in arcs of distortion to exercise the obliques. 
The distortion is gradually increased and the rhyth- 
mic raising and lowering of the frame causes them to 
contract, but it should be stopped short of fatigue. 
Weak cylinders, axes so placed as to rest insufficient 
obliques, are liable to produce artificial astigmatism. 
Rest cylinders if given should be 0.50 and placed on 
the arc of distortion of the stronger oblique. Plus 
cylinders in natural astigmatism can be slightly 
revolved so as to relieve cyclophoria. The shifting 
to follow the rules of N. C. Steele. 

When cyclophoria complicates exophoria, etc., 
the tenotomies or tuckings can be nasal or temporal, 
usually correcting the condition. Central tenot- 
omies in all other cases, and tuckings or shortenings 
should be straight forward. SypNey WALKER, JR. 


McLean, W.: Do the Tonometers in Use Today 
Record the True Intra-Ocular Tension? J. 

O phth., Olol., & Laryngol., 1914, XX, 432. 
By Surg., Gynec. & Obst. 
Owing to inconvenience in the clinical manipula- 
tion of the Schiétz tonometer, McLean constructed 
a new instrument, based upon the same underlying 
principle, but modified in its mechanical details. 
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No weights are used and the readings in millimeters 
of mercury are made directly from the scale of the 
instrument. Consequently, there is no possibility 
of checking the accuracy of any clinical measure- 
ment. 

In standardizing the instrument, measurements 
were made upon enucleated human and pig eyes, 
connected to a mercury manometer. Interposed 
between the eye and the manometer was a “pulsa- 
tor,’ an apparatus to simulate the arterial pulsa- 
tions. The tonometer recorded exactly the pressure 
registered by the manometer, without any allowance 
for the varying rigidity of the outer coats of the eye. 
Tests carried out upon the Schiétz tonometer by the 
same methods showed a marked difference in abso- 
lute values, but an even more marked variation in 
each reading. Such results with an instrument of 
precision, as the Schiétz tonometer is, lead one to 
doubt seriously the accuracy of both method and 
observer. H. S. GRADLE, 


Schweinitz, G. E. de: Ocular Decompression; a 
Clinical Contribution to the Subject of Cor- 
neoscleral Trephining in Glaucoma. T7icrap. 
Gaz., 1914, XXxvili, 761. By Surg., Gynec. & Obst. 

De Schweinitz points out that a technically 
correct operation for the release of increased tension 
is not necessarily followed by improvement, whether 
it be for the release of intracranial pressure or for 
the lowering of increased intra-ocular tension. 

He describes eighteen cases from his personal 
experience representing glaucoma in different types, 
in which the corneoscleral trephining had been per- 
formed and the results obtained. His comments 
on the value of trephining in these various types of 
the disease are in substance as follows: 

Absolute glaucoma from intra-ocular hemorrhage 
is not a suitable type of the disease for corneoscleral 
trephining. This is in accord with Col. Elliot’s 
observations. 

In post-operative glaucoma the results are usually 
excellent both as regards vision and tension. In 
this connection Elliot assumes that there must be 
non-communication between the aqueous and 
vitreous chambers. 

Glaucoma, secondary to cataract, or in association 
with the swelling of a cataractous lens, offers less 
satisfactory results from the Elliot trephining than 
from the usual iridectomy. 

Trephining in acute glaucoma is the safest and 
easiest method of dealing with this complication. 
The results are usually startlingly good. 

In ordinary chronic glaucoma _ corneoscleral 
trephining is superior to iridectomy in that vision 
is usually preserved; while in the latter procedure 
the impairment of vision is hastened. Even widen- 
ing of a very narrow field has been observed to 
follow the Elliot operation. Chronic glaucoma 
with exacerbations does not yield well to trepana- 
tion; iridectomy is to be preferred. 

Pain and exacerbations of tension can be effective- 
ly controlled in absolute glaucoma by trepanation. 
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At least, it has been found that eserine will then 
exercise its influence, whereas previous to the 
operation it had no effect whatever in alleviating 
the attacks. Corneoscleral trephining should be 
given a trial in all cases of absolute glaucoma, even 
with the faintest trace of light perception, before an 
eye is condemned to an enucleation. Staphyloma 
of the cornea with high tension and severe tension 
may be relieved by this procedure. 

In conclusion de Schweinitz states that in his 
experience he has not observed any extensive 
hemorrhage into the anterior chamber or the en- 
trance of the scleral button therein that has 
not experienced either an associated or secondary 
late infection following trephining. Neither has he 
ever observed an intra-ocular hemorrhage or de- 
tachment of the choroid, as a result of corneoscleral 
trephining. He has, however, observed iritis de- 
velop with marked frequency, but this can usually 
be controlled with mydriatics. 

In summarizing his experience with the opera- 
tion, de Schweinitz is of the opinion that trepanation 
or corneoscleral trephining is not a better operation 
in acute glaucoma than a technically correct 
iridectomy, but he is absolutely convinced that 
in ordinary chronic so-called non-inflammatory 
glaucoma it is the procedure par excellence, even in 
cases where an iridectomy has failed; that it is not 
a safe method in glaucoma complicated by cataract; 
that in absolute glaucoma it is the proper operation; 
that it is not successful in intra-ocular hemorrhage 
thrombosis of the central vein of the retina and 
blindness as a result of this type; and that in staphy- 
loma and secondary glaucoma it offered some hope. 
De Schweinitz’s chief objection to this operation 
was the rather common occurrence of iritis follow- 
ing it. He thinks that the judgment of the value 
of the operation should not be based simply upon 
its effectiveness in lowering intra-ocular tension, 
but most decidedly upon its ability in the pres- 
ervation, restoration, and improvement of visual 
acuity. He urges that more accurate studies be 
made in regard to the relationship of plus tension 
of an eyeball to the health of that organ. 

E. F. SLavik. 


Ziegler, S. F.: Trefoil or Stellate Keratectomy for 
Anterior Staphyloma. J. Am. M. Ass., 1914, 
Ixiii, 839. By Surg., Gynec. & Obst. 

Ziegler describes a plastic operation on the cornea 
for the correction of anterior staphyloma by means 
of three or four flaps. 

Asepsis must be as complete as possible including 
tear sac irrigation. Under cocaine-adrenalin anzs- 
thesia an incision is made by passing a Graefe knife 
through the base of the staphyloma with the edge 
forward and cutting out. Three or four leaf-shaped 
portions are then removed and the margins are ap- 
proximated by silk sutures. The primary incision 
may be with a keratome and the portions removed 
by means of a punch. Iridectomy or extraction of 
cataractous lens may be added. 
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HgCl, ointment and a cresol compress complete 
the dressing; 0.5 per cent formaldehyde is used 
whenever infection occurs. EF. B. Fowrer. 


EAR 


Hirschmann, B.: Otitis Media and Brain Tumor 
(Otitis media und Hirntumor). Zéschr. f. Ohrenh., 
1914, Ixxi, 230. By Surg., Gynec. & Obst. 


The symptoms of brain abscess and brain tumor 
are so much alike that differential diagnosis is 
difficult. It is generally made on the basis of the 
history; if there is a source of infection that would 
probably cause abscess, such as otitis media, the 
diagnosis of abscess is made. ‘There are cases, 
however, in which otitis media and brain tumor 
coexist, which makes the diagnosis almost im- 
possible. Hirschmann reports two cases from the 
Heidelberg clinic and collects all the others from the 
literature; those up to 1900, 19 in number, were 
previously published. He gives brief abstracts of 
the cases since then, bringing the total number up 
to 34. 

The general symptoms of the two conditions are 
much alike. In uncomplicated brain tumor there 
is seldom fever; it appeared in 7 of the reported 
cases, but was probably due to the otitis media. 
Some authors report fever as a constant symptom 
of brain abscess, but Macewen describes a series of 
cases in which the temperature was normal or even 
subnormal. There was slowing of the pulse in 
only three cases, probably due to the fact that otitis 
quickens the pulse. There was choked disc in 
about 50 per cent of the cases, convulsions in 11, 
paralysis of the eye muscles in 11. He found no 
symptoms that are characteristic of brain tumor and 
do not appear in abscess, and concludes that if 
there is an etiology for brain abscess a certain 
diagnosis of tumor cannot be made. 

Recently réntgen examination has played a part 
in brain diagnosis. Changes in the skull can be 
recognized in the réntgen picture, such as wearing 
away of the inner surface, thickening of the skull, 
changes in the venous sinuses and sutures that in- 
dicate the presence of a chronic process causing 
rise in pressure, such as tumor or hydrocephalus. 
It is possible that this may be utilized in the dif- 
ferential diagnosis between brain tumor and ab- 
scess, although in the author’s own two cases the 
skull was normal. A. Goss. 


Dougherty, D. S.: Colon Bacillus Infection in 


Middle Ear Disease. \. J. M.J., 1914, c, 1163. 
By Surg., Gynec. & Obst. 

Reports are given of twelve patients in whom 
aural disease was caused by the colon bacillus. 

In 3 cases the colon bacillus was found in pure 
culture and the initial point of entrance of the 
infection was through the canal wall. In one case 
in which there was bilateral aural disease, the 
bacillus was in pure culture and the point of incep- 
tion in one ear was also furuncular. 
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In one case there was primarily a chronic otitis 
media with slight staphylococcic infection, dormant 
until lighted up by the virulence of the colon bacillus 
which was conveyed direct from the rectal abscess. 

Orto M. Rort. 


Durkee, J. W.: The Prophylaxis and Treatment of 
Otitis Media in Infectious Diseases. Loig 
Island M. J., 1914, viii, 470. 

By Surg., Gynec. & Obst. 

Concerning prophylaxis, the first step is to keep 
the nasopharynx as clean as possible, by the use of 
either an atomizer or medicine dropper. ‘The nasal 
douche is condemned. When the nose is blown, 
both nostrils should be left open. 

The next prophylactic measure is to examine the 
ears daily or at least every other day, and not wait 
until the patient cries or complains of pain. 

As regards treatment, the drum should be incised 
at the first appearance of bulging, preferably with 
the patient under a general anasthetic. After the 
incision, the author recommends syringing the ear 
every two hours, using each time a full pint of boric 
acid or a weak carbolic acid solution. No cotton 
should be worn in the canal while the ear is dis- 
charging. If mastoiditis develops an early opera- 
tion is advised. Orro M. Rorr. 


Zimmermann, A.: Abderhalden’s Dialysis in the 
Differential Diagnosis of Intracranial Com- 
plications of Ear Diseases (Die Verwendbarkcit 
des Dialysier-Verfahrens nach Abderhalden in der 
Klinik der otogenen intrakraniellen Komplikatio- 
nen). Zischr. f. Ohrenh., 1914, Ixxi, 133. 

By Surg., Gynec. & Obst. 
Zimmermann took up the question of whether a 
serological differential diagnosis could be made 
between pathological processes in the brain itself, 
such as abscess and tumor, and processes outside 
the brain, such as meningitis, extradural abscess, 
sinus thrombosis, and uncomplicated ear disease. 
The results of a series of clinical and experimental 
cases are given in tabulated form. The chief points 
of surgical interest in the report are that there is 
always a positive reaction in brain abscess, and that 
the result is negative in otitis or mastoiditis that 
has not reached the brain. 
While it is true that brain abscess always gives 

a positive reaction it is not true that a positive 
reaction always indicates brain abscess. A positive 
reaction tells nothing of the nature of the process 
affecting the brain. It may be positive in simple 
encephalitis and also in paralysis, epilepsy, and all 
forms of dementia. It is also positive after in- 
halation anesthesia, so that blood for the ex- 
aminations should be removed before anaesthesia is 
given. <A negative result absolutely excludes brain 
abscess and probably also meningitis, for in all 
cases of meningitis there are probably also en- 
cephalitic processes. The negative reaction is 
also of value in excluding cases that have symptoms 
simulating cerebral involvement. A. Goss 
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Lake, R.: Acute Suppuration of the Mastoid and 
Its Treatment. Clin. J., 1914, xliii, 705. 
By Surg., Gynec. & Obst. 

The theme of the paper as regards treatment is 
that in acute mastoid disease, operation should be 
performed at the earliest possible moment. 

This course is recommended, not only because of 
the possible dangers to life from the intracranial 
complications which might occur, but because of 
the damage to the hearing function from allowing 
the suppurative process to continue too long. 

The author considers the symptoms of acute 
suppurative disease of the mastoid, as seen in in- 
fancy, in childhood, in the adult, in late adult life, 
and in old age, and also mastoid abscess without 
middle ear suppuration. 

As to treatment, he advises the Schwarz operation, 
as being by far the best that we have at our disposal, 
and insists that the most essential part of that 
operation is the enlargement of the ifer ad antrum 
to its largest possible extent, and this should be 
done outward and upward, leaving the inner and 
inferior wall of the passages untouched. 

After the wound and middle ear have been thor- 
oughly cleansed by the use of an efficient antiseptic 
solution, the author fills up the wound cavity with 
an iodoform emulsion made with an oily basis. The 
wound is then lightly plugged with gauze soaked 
in iodoform emulsion and closed up in the ordinary 
fashion. The dressing is changed about the third 
day and after that daily. The external meatus is 
washed out with 5 per cent carbolic acid every day, 
and after the dressing has once been taken out no 
further dressing need be inserted, but the wound is 
irrigated first with 5 per cent carbolic acid and then 
the cavity is filled up with the emulsion, when it 
is allowed to close as soon as possible. 

The blood-clot dressing is condemned, because 
it becomes infected easily. Ortro M. Rort. 


Holmes, E. M.: 
moiditis. 


Clinical Classification of Eth- 
J. Am. M. Ass., 1914, Ixiii, 2097. 
By Surg., Gynec. & Obst. 


Although it is clinically impossible to satisfactorily 
classify the pathology of the ethmoid, the author 
divides it into two classes: the purulent, acute or 
chronic, and the non-purulent, which may be acute 
or chronic, inflammatory, degenerative, syphilitic, 
tuberculous, or neoplastic. Many acute cases are 
self-limited, and result in cure without interference, 
but in order to prevent a weakened resistance or a 
chronic termination, all cases should be carefully 
studied by direct endoscopic examination and 
radiography. 
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The author advocates conservative treatment 
in order to conserve the functions of the nose, but 
in those cases where it is justifiable he advises ex- 
tensive exenteration. ELLEN J. PATTERSON. 


Wimmer, A.: Six Operative Cases of Tumor of the 
Acoustic Nerve (Sex Tilfaelde af opererede Akus- 
ticustumorer). J/osp.-Tid., Kjgbenh., 1914, lvii, 
1169, 1207. By Surg., Gynec. & Obst. 


Wimmer reports six operations for tumor of the 
acoustic nerve, the results of which were not very 
encouraging. 

The first patient, a woman of 35, died from infec- 
tion of the wound. She had been deaf on the side 
of the tumor for several years before other signs of a 
brain lesion became apparent. No such free in- 
terval was apparent in the second case, a man of 51, 
who for 18 months had had headache, vertigo, 
vomiting, and other symptoms of brain tumor. 
Deafness on that side developed suddenly after a 
few months. He died about six hours after the 
removal of a large sarcoma. 

In the third case there was a free interval of seven 
years between the initial deafness and the other 
symptoms of a brain tumor. Intervals of blindness 
on the side of the tumor was the next symptom. 
He died the third day after the enucleation of the 
sarcoma. 

The fourth patient referred all his symptoms to 
the effects of a stroke of lightning in 1908, which 
had left him paralyzed and deaf on one side, but he 
must have been mistaken in this, for it seems im- 
probable that a gliosarcoma could have developed 
so rapidly in consequence of his having been struck 
by lightning. The tumor must have been growing 
at the time, and the lightning stroke induced 
hyperemia in it and an apoplectic attack, which sub- 
sided as the extravasated blood was absorbed, leav- 
ing only the symptoms of the brain tumor. He 
died suddenly five hours after the operation. The 
fifth patient was a woman of 25, who four years be- 
fore had suddenly become deaf in the right ear. 
During the following years disturbances in gait 
gradually developed and finally vision became im- 
paired and intense pain developed suddenly in the 
left side of the face. The left side of the tongue 
felt as if she had burned it, and her speech was thick, 
but there was no headache, no vomiting nor psychic 
torpor as in some of the other cases. Other signs 
confirmed the diagnosis of a tumor involving the 
acoustic nerve and it was successfully removed. In 
a sixth case intervention had to be restricted to a 
decompressive trephining, leaving a valve opening 
which was of great benefit. A. Goss. 
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Hurley, J. J.: Extracts and Thoughts from a Sinus 
Classic. Laryngoscope, 1914, Xxiv, 909. 
By Surg., Gynec. & Obst. 

It is the author’s opinion if a scientific study 
of Hajek’s classic upon the sinuses was made 
by American rhinologists there would be more 
unanimity of opinion in the treatment of sinus 
disease. 

He presents at great length, quoting freely from 
Hajek, the anatomy of the lateral nasal wall, the 
development of the ethmoid labyrinth, and the 
significance and diagnosis of pus in the middle 
meatus. 

In a case where pus is found in the middle meatus, 
the author makes his diagnosis by exclusion. He 
first cleans the middle meatus, punctures and 
washes out the antrum; in the presence of negative 
findings, he proceeds to probe and wash out the 
frontal sinus after resecting the anterior end of the 
middle turbinate; if the findings are again negative, 
the diagnosis of pus in the anterior ethmoid is made. 

ELLEN J. PATTERSON. 


Gleason, E. B.: Conservative Treatment of Sup- 
puration of the Accessory Sinuses of the Nose. 
Laryngoscope, 1914, XXiv, 963. 

By Surg., Gynec. & Obst. 

Protests against excessive radicalism in the 
treatment of accessory sinus disease from all parts 
of this country and abroad have prompted the 
author to urge conservative measures which tend 
to restore the normal functions of the inflamed 
sinuses, rather than radical operations which 
destroy the affected structures. 

Acute sinusitis and, to a lesser degree, chronic 
sinusitis have a decided tendency to recover spon- 
taneously provided the ostia of the injected cavities 
remain patulous. 

The author treats suppurative cases with pus 
flowing from beneath the middle turbinal by douch- 
ing with normal salt solution and applying pledgets 
of cotton saturated in two per cent cocaine. All 
pus is then removed by suction with a two-drachm 
syringe to which a cannula is attached, and four or 
five drops of ten per cent argyrol or other medicant 
is deposited between the middle turbinal and ex- 
ternal nasal wall and in the vault of the nose. In 
some cases it is necessary to remove the middle 
turbinal, and for drainage of the frontal sinus the 
author uses intranasal operation with as little 
destruction of the anterior ethmoid cells as possible. 

ELLEN J. PATTERSON. 


THROAT, AND MOUTH 


Shambaugh, G. E.: Pathology of the Ethmoid 
Labyrinth. J. Am. MJ. Ass., 1914, lxiii, 2100. 
By Surg., Gynec. & Obst. 

Pathological conditions of the ethmoid are recog- 
nized by clinical symptoms. 

In the acute catarrhal ethmoiditis, impaired ven- 
tilation and drainage due to swelling of the mucous 
membrane give rise to a sense of pressure and full- 
ness between the eyes, sneezing, and a profuse dis- 
charge of mucus into the nose. In acute empyema, 
the profuse discharge of pus into the nose may 
be associated with much pain due to impaired 
drainage, and in cases which are unrelieved until 
the bony framework becomes involved the acute 
condition becomes chronic. Hypertrophic ethmoidi- 
tis is recognized by symptoms of an almost con- 
tinuous head cold associated with sneezing and a 
profuse watery discharge from the nose. 

The chronic atrophic form of ethmoiditis is seen 
in connection with a general atrophic process in the 
nose, and tertiary syphilis causes extensive bony 
necrosis. ELLEN J. Patrerson. 


Patton, W. T.: A Few Interesting Points in Regard 
to Bronchial Asthma; Report of a Severe Case 
Cured by Intranasal Surgery. Laryigoscope, 
1914, Xxiv, 982. By Surg., Gynec. & Obst. 

The author thinks that the nose and throat are 
the most common source of reflex irritation in 
asthma and if, after a careful study of the intestinal 
tract, the heart, and kidneys, no trouble is located, 
then any abnormal or diseased condition of the 
nose and throat should be removed or treated. 

He reports a case of a man, age 27, who had been 
suffering from asthma for ten years, each attack 
accompanied by swelling and discharge from the 
nose. A submucous resection, removal of the right 
middle turbinate, curettement of the right ethmoid, 
and removal of the lingual tonsil accompanied by 
subcutaneous and intravenous injections of phy- 
lacogen cured the asthma. ELLEN J. PATTERSON. 


Carter, W. W.: Correction of Nasal Deformities 
by Mechanical Replacement and the Trans- 
plantation of Bone. WN. Y. St. J. Med., 1914, 
Xiv, 517. By Surg., Gynec. & Obst. 

The author divides the cases of nasal deformities 
into two great classes: (1) cases in which there is 

a displacement of one or more of the segments of 

the nasal arch; and (2) cases in which there is an 

absence of one or more of these segments. 

The former cases are amenable to the bridge- 
splint operation. The second group are suitable 
cases in which to employ transplantation of bone. 
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Instruments necessary for mechanical replace- 
ment are a bridge-splint. two intranasal splints, a 
chisel for intranasal use, and a pair of Adam’s 
forceps. The first step necessary is to mobilize 
the entire framework of the nose by means of the 
chisel and forceps, after which the bridge-splint is 
applied. The author’s claims for this method are 
that the form and function of the organ is restored 
by replacement of its own tissues into their normal 
positions. 

The deficiency in the bony framework for which 
transplantation of bone is used may be due to 
(1) congenital defects; (2) traumatism, accidental 
or operative — submucous operations; (3) abscess 
of septum; (4) destructive diseases, such as syphilis, 
lupus, and atrophic rhinitis. 

The author warns against the use of strong 
antiseptics, because they impair the cellular ac- 
tivity of the bone and the receiving tissues. After 
the first incision only physiological salt solution is 
used. 

The transplant is introduced through one of two 
points: (1) through a curved incision made between 
the eyebrows; or (2) through an incision made from 
within the nose at a point corresponding to the 
lower edge of the upper lateral cartilage. 

The rib is selected for the transplant and always 
from the patient into whose nose the bone is to be 
placed. This is necessary in order that the ar- 
rangement of the atoms in the molecule will be the 
same in both the transplant and the receiving 
tissues. 

The use of several small pieces of bone is prefer- 
able to large ones. 

Further conclusions reached by the author are: 

t. Bone with or without periosteum and free 
in the soft tissues is osteogenetic and also probably 
acts in an osteo-inductive capacity. 

2. Bone uncovered by periosteum when con- 
nected with live periosteum-covered bone is osteo- 
conductive and osteogenetic, the points of greatest 
growth being where it comes in contact with the 
periosteum. 

3. A periosteum-covered transplant in contact 
with live periosteum-covered bone establishes a 
firm bony union with the latter in three weeks, 
and it continues to live and grow practically un- 
atfected by the change in its environment. The 
author has as yet noticed no overgrowth in such 
transplants, and he believes their development is 
regulated by the physiological requirements of the 
part. 

4. While the periosteum is not necessary for the 
preservation of the transplant, it certainly adds to 
its vigor and growth and contributes to the success 
of the operation. Orro M. Rott. 


Blair, E. G.: Dactylocostal (Osseous and Cartilagi- 

nous) Rhinoplasty. Surg., Gynec. & Obst., 1914, 

xix, 718. By Surg., Gynec. & Obst. 

The author suggests the following methods for 
correction of deformities common to the nose: 
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1. For entire absence of a nose, by primarily 
splitting the left ring finger anteriorly to widen it; 
stiffening the distal joint by excision; covering this 
surface with a skin-flap turned back from the right 
chest wall and again splitting one-half this surface 
and turning it over for the application of a Thiersch 
graft to make a septum. Incising and lifting freely 
the entire edge of the nasal circumference to which 
the finger, the nail having been removed, is anchored 
and sutured and maintained by a plaster cast 
enveloping the head, arm, and chest. Later, sepa- 
rating the hand from the finger, using the proximal 
phalanx set into the superior maxilla for projection 
of the nose. 

2. For collapsed nasal covering with loss of 
septum; utilizing two finger-joints, the distal passed 
under the covering for support, the second at right 
angle for projection. Flaps turned down from 
inside the covering and up from the nasal floor 
apposed to the dorsal integument dissected and 
dropped from the finger furnish denudation and 
septal formation. 

3. For “saddle nose” the middle finger is made 
the carrier of a rib graft. A free end of cartilage is 
exposed and anchored into the split distal phalanx, 
securing vital contact. Later, the graft properly 
fashioned is passed into the nasal depression through 
a section of the septum from its covering. After 
the finger is separated from it, the columna and 
finger-end are restored. 


THROAT 


Fedde, B. A.: Retropharyngeal Abscess. Med. 
Rec., 1914, Ixxxvi, 1009. By Surg., Gynec. & Obst. 
The author reports three cases to show the unsat- 
isfactory clinical course of this condition, even when 
it is recognized early. 

Cunningham is quoted to show that infections 
entering the mucous membrane of the posterior 
part of the nose or the nasopharynx may cause 
retropharyngeal lymphadenitis which may develop 
into abscess. The location of these post-pharyngeal 
glands are on each side between the pharynx and 
the rectus anticus major muscle, in front of the 
two upper vertebre. 

Fedde gives the following instructions to palpate 
this region: ‘“‘ Have the child seated in the mother’s 
lap, its right side toward you. Stand beside it, your 
left hand flat on its left cheek, pressing the head 
against your side. Get the mouth open, then gently 
push the cheek between the jaws with your middle 
finger, and introduce the palpating index-finger of the 
right hand rapidly back, exploring the nasopharynx 
and oropharynx as far down as possible.”’ 

The following procedure the author describes as 
being most satisfactory in the treatment of this 
condition. 

“The attendant sits facing me and lays the child’s 
head in my lap. At my right is a good light. The 
Denhard mouth-gag is introduced on the left side 
and opened, while the little finger hooked under the 
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chin keeps the jaw, and with it the hyoid bone and 
the tongue, well forward, thus avoiding the sudden 
asphyxia which authorities speak of, and which 
undoubtedly is caused by the crowding of the 
hyoid structures upon the swollen pharyngeal wall. 
The same hand may manage a bent spoon acting 
as a tongue depressor, while the right introduces 
the bistoury, guarded to within one-half inch of the 
point, perforating the most prominent part of 
the abscess, then enlarging the incision downward. 
The head has up to this time been turned partly 
to the side. As soon as pus wells up the child is 
turned over completely on its face, that the pus 
may be freely spit out. Later, the finger is introduced 
and any septa present are broken up.” 
Orte M. Rorr. 
Charlton, C. C.: Retropharyngeal Abscess with 
Rupture, Asphyxiation, and Death Following 
an Acute Attack of Tonsillitis. Laryngoscope, 
1914, XXiv, 985. By Surg., Gynec. & Obst. 


The author reports the case of a child, eight years 
of age, who, two weeks after a mild attack of acute 
tonsillitis, retired feeling well, but upon awakening 
the next morning felt sick and weak. At four 
o’clock in the afternoon he was seized with a cough- 
ing spell and died from asphyxiation following the 
spontaneous rupture of a retropharyngeal abscess. 
The family history was negative for tuberculosis and 
lues. ELLEN J. PATTERSON. 


Unger, M.: New Direct-View Self-Retaining Laryn- 
goscope. Laryigoscope, 1914, Xxiv, Q95- 
By Surg., Gynec. & Obst. 
The new instrument consists of a long narrow 
tongue-blade at right angles to the handle to reach 
from the teeth of the lower jaw to the base of the 
epiglottis and a long narrow palate-blade to reach 
from the hard palate, just back of the teeth, to the 
cervical vertebre near the arytenoid cartilages. 
The palate-blade is fastened at its proximal end to 
the palate-blade-supporter which lies flat on the 
handle of the tongue-blade upon which it may be 
made to slide up and down by means of a screw 
arrangement along its longitudinal axis. 
ELLEN J. PATTERSON. 


Am. M. 
& Obst. 


Among benign laryngeal growths, papilloma is 
found in from 39 to 50 per cent of all cases and is 
the most frequent laryngeal growth among children. 
Single papilloma are usually found anterior, giving 
rise to huskiness of the voice or hoarseness; while 
multiple papilloma may spring from any part of the 
laryngeal mucosa producing dyspnoea, cyanosis, 
and impaired general health. 

The treatment consists not in laryngofissure, as 
was formerly practiced, but in removal of the 
growth by the direct method with fulguration of 
the bases, as often as the growths recur, or prolonged 
tracheotomy until the growths disappear sponta- 


Smith, H.: 
Ass., 1914, Ixiii, 2207. 


Papilloma of the Larynx. 
By Surg., Gynec. 
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neously; in some cases local applications of radium 
have produced marvelous results. 
ELLEN J. PATTERSON. 


Yankauer, S.: 
Larynx. 


An Electrode for Fulgurating the 
Laryngoscope, 1914, XXxiv, 093. 


By Surg., Gynec. & Obst. 


The electrode consists of a hara rubber tube with 
metal lining bent to form a handle having at the 
distal end an opening 1 mm. in diameter through 
the rubber and metal, and a threaded hole in the 
handle with a piece of metal in electric connection 
with the metal lining at its bottom, through which 
the conducting cord is carried to the small hole at 
the distal end. To the end of the handle is attached 
a rubber tube, through which compressed air is 
delivered to blow out any ether vapor and secretion 
and to separate the tufts of papilloma. The rubber 
insulation prevents the tissues coming in contact 
with the conductor. ELLEN J. Parrerson. 


Skillern, R. H.: Method of Suspension (Killian) ; 
Demonstration of the Latest Form of the 
Apparatus. J. Am. M. Ass., 1914, ane 1923. 

By Surg., Gynec. & Obst. 


The suspension method is indicated for the re- 
moval of intralaryngeal growths, hypertrophies, 
foreign bodies in the larynx and mouth of the 
cesophagus, for diagnostic purposes, or for curettage 
of the larynx. The advantages in this method are 
that the operator seated in a comfortable position 
has a continuously illuminated direct view of the 
larynx with plenty of working room for both hands, 
with no danger of the blood or tissue being inspired 
by the patient. 

The author operates in a dark room; under ether 
anesthesia administered by the colonic method; 
with light reflected or direct; and with especial 
care in introducing the spatula to keep it in the 
median line, not to introduce too deeply or to 
loosen the incisor teeth. ELLEN J. PaTrerson. 


Curtis, H. H.: Indirect Intralaryngeal Method for 
Removal of Benign Neoplasms. J. Am. A/. Ass., 
1914, Ixii, 1922. By Surg., Gynec. & Obst. 


Papillomata and fibromata are the benign growths 
most frequently found in the larynx, though one 
may find myomata, angiomata, lipomata, cysto- 
mata, chondromata, singer’s nodules, polypi, 
pachydermia, or sarcoma. 

The instruments used for removal of laryngeal 
growths by the indirect method have not been 
improved much since 1880, and today the instru- 
ments most used are those of Fauvel and Mackenzie 
with modern modifications. 

The technique is as follows: After cleansing the 
throat, the larynx is sprayed with a solution of 
cocaine, 4 per cent, and the uvula pillars and 
posterior pharyngeal wall are touched and massaged 
with the same solution on a cotton applicator. The 
patient holds the tongue with a napkin while an 
assistant lifts the epiglottis with an Escat epiglottis 
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lifter, the patient’s head being steadied by a nurse. 
The patient is instructed to say A changing to E 
and then to take a deep breath with complete re- 
laxation, and at that instant the forceps are in- 
troduced and the growth removed. 

ELLEN J. PATTERSON. 


Kaempfer, L. G.: Suspension Laryngoscopy in 
Ambulatory Patients. Am. Surg., 1914, 
xxviii, 418. By Surg., Gynec. & Obst. 

The procedure of suspension laryngoscopy, 
introduced by Killian but little more than two 
years ago, is reviewed and a detailed description of 
the apparatus given. The advantage over the 
older method of direct laryngoscopy is that the 
instrument is steadied and held in position by the 
adjustable mechanism instead of by the hand of an 
assistant, which often requires much muscular 
effort and is very fatiguing, especially when operat- 
ing through the speculum. 

The author prefers the original type of suspension 
apparatus devised by Killian and has no difficulty 
in obtaining a good view of the larynx by this 
method, while he thinks the modifications of 
Albrecht and Killian himself serve but to com- 
plicate the procedure. In describing his technique 
he insists upon the importance of bringing the 
tongue forward when introducing the spatula be- 
hind the epiglottis, in order to avoid side displace- 
ment of the former organ. Once in position, with 
the head suspended, the anterior commissure is 
brought into view by simple manipulation of the 
swinging crane. This has failed in a few cases and 
the difficulties encountered are the same as in the 
direct method: short, thick neck, rigid muscles, 
thick tongue, and prominent teeth. 

The author has made this method a routine one 
in the examination of patients in the out-patient 
department and has met few who objected to its 
employment a second time. Contrary to the usage 
of Killian, no narcotic is given, the larynx simply 
being well cocainized. The suspensions were 
undertaken, for the most part, for diagnostic pur- 
poses or for making applications, only minor surgical 
procedures being carried out, since the patients 
were all sent home directly afterward. There 
were no untoward results, and only occasionally a 
sore tongue or throat or a stiff neck. The sus- 
pension is maintained for only five or ten minutes 
at a time. The author believes this method has 
a wide field of usefulness in the treatment of am- 
bulatory patients. GeorcE M. Coates. 


Ridpath, R. F.: Routine Use of the Bronchoscope 
in the Out-Patient Department. Laryngoscope, 


IQI4, XXiv, 942. By Surg., Gynec. & Obst. 


Although the technique of bronchoscopy is hard 
to master and requires time, patience, and constant 
practice, Ridpath believes that a more universal 
use of the bronchoscope for diagnostic and therapeu- 
tic purposes might be advantageous. 

The technique is as follows: With all clothing 
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loose around the neck the patient sits upon a stool 
fifteen or eighteen inches high, having a concave 
back to tilt the body forward. The anesthetic, 
cocaine in 20 per cent solution, is applied to the 
pharynx, epiglottis, and larynx in two applications, 
and a third application of a 10 per cent solution of 
cocaine is made with a Skillern tracheal applicator 
or through an autoscope directly to the trachea. 
The operator stands directly in front of the patient 
and using the left forefinger to protect the upper 
lip the bronchoscope is introduced by sight over the 
epiglottis, through the cords, and into the trachea 
and bronchi. 

The author has treated in this way tracheitis, 
ulcerations and abrasions of the tracheal and 
bronchial mucosa, catarrhal hypertrophies of the 
mucosa, bronchial asthma, obscure hemorrhage 
and stenosis of the trachea and bronchi. 

ELLEN J. PATTERSON. 


MOUTH 


Craig, C. B.: Peridental Infection as a Causative 
Factor in Nervous Diseases. J. Am. M. Ass., 
1914, lxiii, 2027. By Surg., Gynec. & Obst. 

The reasons given by the author why peridental 
infection is not more disastrous than it is, are: 
(1) that the pus usually has free drainage into the 
mouth, (2) that the body tissues establish various 
degrees of immunity against a continuous bacterial 
intoxication. No portion of the nervous system seems 
to be especially susceptible to the toxin of peridental 
infection, but the most common manifestation seems 
to be paresthesia in the fingers and toes; the “pins 
and needles” sensation and neuritis of the large 
nerve-trunks has cleared up after disposing of 
alveolar disease. The continual swallowing and 
absorption of pus often leads to digestive disorders 
with anemia which exhausted state is often as- 
sociated with a melancholic state. 

The author reports four cases: 

1. A distressing palpitation with associated 
angina of a mild grade which disappeared after 
three alveolar abscesses was successfully treated. 

2. Persistent periarthritis of the second joint of 
a right finger which continued for two years when 
a bucuspid tooth became tender and an abscess 
was diagnosed. Upon extraction of the tooth the 
periarthritis began to disappear and within two 
months there was no trace of it. 

3. This patient complained of the ‘pins and 
needles” sensation in her hands and feet with a 
myositis of the back and calf muscles. These 
conditions improved under eliminative measures 
and disappeared after pyorrhoeic teeth were ex- 
tracted or cared for. In this case there was also 
considerable mental irritability, which cleared up 
after the treatment. 

4. This patient presented the picture of an agi- 
tated depression; was very restless and constantly 
recalled her losses both financial and death, and 
cried during every conversation. The skiagraph 
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revealed two abscesses affecting the teeth which 
supported a bridge. A week after removal of the 
teeth and drainage the mental cloud began to lift 
and after two weeks in the country she returned 
completely cured. H. A. Ports. 


Gilmer, T. L., and Moody, A. M.: A Study of the 
Bacteriology of Alveolar Abscess and Infected 
Root-Canals. J. Am. M. Ass., 1914, lsiii, 2023. 

By Surg., Gynec. & Obst. 


The impression generally entertained that alveolar 
abscesses, both acute and chronic, are due to the 
staphylococcus albus and aureus, seems from the 
authors’ study not to be well founded. 

In gathering specimens from acute alveolar 
abscess the field to be incised was thoroughly washed 
with so per cent alcohol and, the incision being 
made, a sterile pipette was introduced deeply into 
the wound and filled, the pipette then being sealed 
and sent to the laboratory. 

In chronic abscesses those without sinuses were 
selected and similar precautions taken for collec- 
tion. In others the pus was collected direct from 
the pulp-canals of teeth having no carious cavities, 
the teeth being cleansed with alcohol after the 
rubber dam had been applied; then upon drilling 
into the pulp-chamber the pus was collected as it 
welled up from the canals and sealed in the pipette. 
In others the pus was collected from the apices of 
freshly extracted teeth which had been removed 
under careful aseptic precautions. Specimens were 
also gathered from septic root-canals of teeth re- 
cently removed, the teeth being enveloped in sterile 
gauze and crushed in a vise. 

In some canals partly gangrenous pulp was 
found, in others necrotic pulp tissue, and in still 
others, whose canals had long been imperfectly 
filled, necrotic débris was found. 

The series comprises 40 examinations of material 
taken from 16 acute alveolar abscesses, 18 subacute 
or chronic abscesses, and 8 teeth with diseased 
root-canals. This material was grown on the 
surface of blood-agar or ascites-dextrose-agar 
slants at 37° C., one tube placed under anaérobic 
conditions by the addition of pyrogallic acid and a 
few drops of sodium hydroxide to the tube after the 
cotton had been pushed in about one-third of the 
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distance from the top, the tube then being corked 
and sealed with paraffin. The microscopic ex- 
amination of the aérobic growth revealed many 
graded variations of the predominating streptococ- 
cus; viz., from a hemolytic streptococcus with a 
wide zone of hemolysis in the acute abscess to a 
streptococcus viridans in the chronic, also one in 
which a streptococcus mucosus was the predom- 
inating organism, these organisms, particularly 
the green-producing streptococci, in many instances 
growing as well anaérobically as they do aérobically. 
Some anaérobic cultures of streptococci contained 
the bacillus fusiformis in varying numbers, a few 
tubes having the bacilli in almost pure culture. 

Occasionally in the aérobic cultures isolated 
colonies of staphylococcus aureus or albus, micrococ- 
cus catarrhalis, and some unidentified saprophytic 
organisms were found. 

In three old anaérobic cultures from abscesses a 
black pigment-producing organism was seen; this, 
however, was not held to be pathogenic. 

In three chronic cases autogenous vaccines were 
made from both aérobic and anaérobic cultures 
and were administered at five-day intervals with 
strikingly beneficial results. 

Attention is called to the occurrence of epidemic 
alveolar abscesses and to the reasonable supposition 
that they may bear a definite relationship to the 
same epidemic diseases of the nose and throat. 

A note of warning is sounded lest the removal 
of teeth be by some too energetically pursued, as it 
is demonstrated that foci of infection about them 
may be as potent factors in the causation of sys- 
temic disease as are the tonsils, and some physicians 
are rather indiscriminate in sending their patients 
to extraction specialists, requiring the removal of 
several or all teeth when their removal is not al- 
ways justifiable. 

The proper interpretation of a properly made 
réntgenogram will decide the proper course to 
pursue, as some jaw abscesses may be cured by treat- 
ment through the tooth’s root, others by surgical 
means rather than by extraction. 

Pus appearing at the free margin of the gum does 
not always indicate pyorrheea alveolaris, as it may 
be due to lime deposits, the removal of which 
permits the gums to heal. H. A. Ports. 
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